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{INTRAVENOUS THERAPY IN ACUTE 
INFECTIONS AND INFECTIOUS 
DISEASES 





HUGH H. YOUNG, M. D. 
BALTIMORE, MD. 


Perhaps I should apologize -for again 
talking to any audience about the use of 
dyestuffs in therapy, but I think there is still 
a great deal to be said and many people 
to be persuaded, so I don’t have to apol- 
ogize. 

Septicemia is certainly one of the greatest 
problems that the medical man and the sur- 
geon have to deal with, and all of us can 
look back in the past and see friends and rel- 
atives who have passed away within two or 
three days after the beginning of an infec- 
tion, and realize how helpless we have al- 
ways been. 

In 1913, at the great Congress of Medicine 
in London, Ehrlich presented his great paper 
on “The Therapia Sterilisans Magna.” 

There he presented his 606 and other com- 
binations with which he showed that in 
certain instances he could immediately ster- 
ilize a syphilitic patient and in certain other 
infections with spirochaeta and spirilla get 
immediate sterilization. In that great ad- 
dress he predicted that in a few years we 
would see that form of therapy applicable 
to a great many infectious diseases. 

A few years after that, at the Brady Insti- 
tute at Baltimore, we began a systematic 
study of the question of germicides. During 
the war, my experience had shown so con- 
clusively the very great value of prophylac- 
tic treatment in gonorrhea, for instance, and 
after seeing the magnificent results of the 
Carrel-Daken treatment of wounds, I felt 
positive that the future had in store for us 
great things if we could only find antiseptics 
and germicides that would not be greatly 
injurious. 

Believing, from what we had seen, and es- 





*Stenographic notes of a lantern slide demonstration. 





pecially from the results of the work of 
Browning in England, that the dyestuffs 
held a great secret for us in the discovery 
of proper germicides, we secured a chemist 
from the Department of Chemistry of the 
United States Government, a great expert in 
dye chemistry, and started him to work to 
see what he could make in the way of com- 
binations of dyestuffs that would be anti- 
septic or germicidal in character. 

Dr. E. J. White, working in our laborator- 
ies, has produced some 265 different combin- 
ations, and those combinations have been 
studied in the bacteriological and animal 
laboratories, and, when found to be promis- 
ing on specially selected patients. From 
these studies we have gotten three dye 
germicides that we think are of very great 
value. 

One of them, which was No. 220 of the 
list, I wish to talk to you about this after- 
noon. Our desideratum in this study of 
dye germicides was, in the first place, some- 
thing that had high germicidal potency, sec- 
ondly, low toxicity ; thirdly, slight irritating 
qualities; fourthly, great penetration, and 
fifthly, that it would not be brought down by 
serum or urine or other body fluids, so that 
it could be used in the living organism in 
combating infections. 

Of these 265 drugs, No. 220 answers the 
purpose best for the line of diseases that I 
am going to talk about this afternoon. 

Our experiments showed that this drug 
could be introduced, one time, into rabbits 
in doses of twenty milligrams per kilogram, 
several times in doses of ten milligrams per 
kilogram, and very frequently in doses of 
five milligrams per kilogram. The dosage 
that we have selected for the human being is 
five milligrams per kilogram, which we feel 
is perfectly safe. We admit that in animals 
large doses do produce a transient albumin- 
uria, sometimes a few casts, and symptoms 
of renal irritability, but in the large number 
of cases that we have followed, many of 
whom we have given bigger doses than five 
milligrams per kilogram, (which is 23 c.c. of 
a one per cent solution per hundred pounds 
of body weight), I have never seen one who 
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had more than a transient albuminuria. The 
longest was one week. We feel from animal 
experiments and from the great series of 
human experiments that we are on perfectly 
safe ground. 


This mercurochrome about which I wish 
to talk is not only valuable in the presence of 
serum but also in the presence of urine and 
other body fluids. Ina strength of 1 to 1,000 
it will kill the gonococcus, the colon bacil- 
lus or the staphylococcus albus or aureus, 
in one minute; so that we have a very potent 
drug as well as a non-toxic drug. ; 


In a clinical. paper which we presented in 
1919, we pointed out the value of this drug 
in local treatment. We wish, now, to bring 
before you the result of two years’ experi- 
ence with the drug as an intravenous thera- 
peutic agent. 


The first case in which we used it and the 
first demonstration of the fact that by means 
of this drug we could get a complete sterili- 
zation of an acute infection of the blood was 
that of a man who had had double pyelone- 
phritis due to the colon bacillus’. Following 
instrumentation, he developed a septicemia, 
was sent into the Jahns Hopkins Hospital, 
was extremely sick, was seen by the medi- 
cal department, cultures were taken, and 140 
colonies of the bacillus coli communis were 
found in his blood. Within two days he be- 
came unconscious, and the mediral men gave 
him about four or five hours to live. 


We gave him 34 c.c. of a 1 per cent solu- 
tion of mercurochrome. He hada chill, a 
high temperature, with a drop in three or 
four hours to normal. Within twelve hours 
he awoke from his lethargy and asked for 
something to drink. He ate his breakfast 
the next morning. A blood culture showed 
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Fig. 1. 


Double pyelonephritis due to the colon bacilus: septicemia following instrumentation. 


that the blood had become sterile. 
the hospital a few days later, well. 


He left 


That case, which was our very first, was 
one of the most startling that we have had. 
It started us on a hunt for cases in which 
intravenous therapy could be used. 

This is a slide (Fig. 1) showing the first 
case that I have mentioned. You see the tem- 
perature was ranging between 104 and 105. 
He was gifen mercurohhrome, and there was 
a slight rise, then a drop of about 6° to nor- 
mal and within three or four days the tem- 
perature was practically normal. Remember, 
he had an extensive pyelonephritis. We not 
only succeeded in twelve hours in sterilizing 
his blood, but the urine was sterile when he 
left the hospital about a week later. 


The next case, which was a very startling 
one, is that of a child four years of age who 
was admitted to the hospital with scarlet 
fever. Here he was given Dochez’ serum, 40 
c.c. in total, without any result. The tem- 
perature ran from 104 to 105; and as you 
see here was over 106. He had 57,000 
leukocytes in his count. The throat had 
become so swollen that he could not swal- 
low. The glands of the neck were out to 
his chin. An erysipelas had crept up from 
his mouth and covered the right ear and 
closed the right eye. His urine contained 
pus, albumin, streptocci in large amounts, 
and he was desperately sick, unable to swal- 
low, and practically unconscious. 


He was given a large dose, 7%4 milligrams 
per kilogram. Within twelve hours his 


blood was sterile and cultures taken every 
day thereafter showed it to be sterile. 
Within four or five days the erysipelas, the 
glands of the neck, the swollen tonsils, had 
completely disappeared, and the boy was 
practically well?. The urine was normal. 





One injection of 


mercurochrome, 34 c.c. of a 1 per cent solution, followed by recovery. 








MARCH, 1926 





Fig. 2. Retroperitoneal abscess following bladder in- 


strumentation. Colon bacillus infection. One injection 
of mercurochrome, 5.4 mg. per kilogram, followed by 
marked improvement and recovery without operation. 


The next case was (Fig. 2) a very 
interesting case of a young man who, fol- 
lowering instrumentation of the bladder, 
developed a retrovesical infection which 
traveled upward, with an increasing tem- 
perature, until it reached 104. An examin- 
ation of the abdomen showed a mass which 
was diagnosed a retroperitoneal infiltration 
of an inflammatory character. It was the 
kind of a case that we surgeons ordinarily 
would send immediately to the operating 
room and open up with a wide incision. In- 
stead of that, at this point we gave him 5.4 
milligrams per kilogram, which is about 38 
c.c. of a 1 per cent solution mercurochrome. 
The temperature rose to 106°. Within 
twelve hours it dropped to 99, a drop of 
seven degrees, with a slight rise the next 
day, but after that it practically was normal. 
To a surgeon the most startling thing was 
the very rapid disappearance of this mass, 
which was bigger than a hand, and a com- 
plete cure of what was evidently an extra- 
peritoneal infection. 

This is a chart showing a study of the 
stools, of the urine, and of the vomitus in 
that case. Within one hour the concentra- 
tion of the drug in the urine was 1 :50,000, 
but by that time the urine was negative for 
organisms. Within two hours it was 1 :25,- 
000, and within three hours it was 1:10,000 
and remained that for four hours. In the 
fourth hour the stools contained the drug in 
the strength of 1:10,000, and the vomitus 
contained the drug in the strength of 1:100,- 
000. 

This is the chart of another case, showing 
a study of the renal and intestinal elimina- 
tion of mercurochrome in which it was ad- 
ministered by mouth. The drug can be 
given by mouth, preferably in capsules. We 
give 100 milligrams at a dose, starting with 
3 capsules daily and increasing gradually up 
to 9 daily. 


When the amount of drug given three 
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times a day was 100 milligrams, a mere 
trace showed in the urine in the tenth 
hour. On the third day of treatment 
it was in a strength of 1:15,000. We 
have been able to sterilize several cases 
of urinary infections by simply treating 
them by mouth®. 

An interesting thing is that when 
mercurochrome is given intravenously 
it appears in the bile in stronger con- 
centration than through the kidneys. 
Within tihrty minutes it was present in 
the strength of 1 :5,000, which is a very 
strong antiseptic solution. It remained 
in this strength for an hour. It begins to weaken 
after that hour slightly, but until the eighth 
hour it is there in a strength of 1:7,000. When 
given by mouth it appears more slowly in the 
bile, but it does come out in the strength of 
1 :50,000 an dit can be kept up for a number of 
days at that strength, so that it has definite | 
germicidal value in the biliary tract when given 
by mouth. 

This is some experimental work done to 
see at what strength it was necesary to have 
the concentration in order to kill the bacillus 
typhosus, the paratyphoid, or the dysentery 
organism involved. We found -that in the 
strength of 1:5,000 the bacillus typhosus 
could be killed in bile'in one hour. As it is 
possible to produce the strength of almost 
1:5,000 for four or five hours by intravenous 
injection, we were quite prepared to believe 
that the drug injected intravenously would 
be of great value in typhoid carriers of the 
biliary type and possibly also in typhoid 
fever. 

Look at this typhoid chart, (Fig. 3). Here 
you see the reaction, a drop of from 105% to 
98, about a seven degree drop. Here it is 
repeated in the same way, a crisis that is 
practically unknown in typhoid fever and 
which ended the fever in the case after the 
second injection. 


Our number of cases collected so far is 
entirely inadequate to show its value in ty- 
phoid fever. There have been only about 
twenty cases reported. The mortality, ac- 
cording to the reporters, is distinctly low- 
ered, but it is entirely too early to talk. We 
know that it can be used with impunity, and 
we know from experimental evidences that 
the drug comes through the biliary tract 
in large quantity, so we are prepared to 
believe something more will be accom- 
plished. We have also three cases of mul- 
tiple liver abscesses, which have responded 
very remarkably to the intravenous treat- 
ment with mercurochrome, and if Dr. Davis, 
of Detroit, who is here, could tell us of two 
extraordInary cases he has had in which he 
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Fig. 3. Typhoid fever. 


by marked improvement in condition. 


H. P. Linn. 


saw these abscesses at operation, closed 
the abdomen, then treated the cases with 
mercurochrome intravenously he could ex- 
plain to you how rapidly they got well under 
intravenous treatment. 


I can report also a case of Dr. W. M. Dab- 
ney where incision was made, multiple ab- 
scesses discovered, the abdomen closed after 
taking a culture by means of a hypodermic, 
and where followed intravenous therapy 
apparently they all disappeared, because the 
patient got entirely well. The culture 
showed staphylococci. 


I am prepared, therefore, to feel quite con- 
fident that intravenous therapy with mercu- 
rochrome will have a very distinct value in 
biliary surgery. 

Following our demonstration that a retro- 
peritoneal localized mass would disappear 
after localized treatment, we gave it to cer- 
tain patients who had erysipelas and furun- 
culosis. 


Here is a chart-of a man who had six large 
furuncles on one leg and one carbuncle on 
the other leg. He was not running any tem- 
perature, but this is the reaction obtained by 
four millograms per kilogram, which was 
followed by disappearance 
of all of the boils except 
the largest one. He was 
given a second dose here 
about ten days later, with 
the usual reaction and with 
a complete disappearance 
of the last boil. 


We have collected now 
some twelve cases which 
show very conclusively 
that you can by intraven- 
ous therapy get a disap- 
pearance of localized pur- 
ulent infections such as 
boils, carbuncles, erysipe- 
las and cellulitis. 


March, 1924. 
22... 22. 
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Fig. 4. 
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Two intravvenous injections of mercurochrome, 1 of 26 
milligrams per kilogram and 1 of 4.4 milligrams per kilogram, both followed 
Rapid recovery followed. Case of Dr. 
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This chart is of an inter- 
esting case of fulminating 
ulcer of the pens in which 
we obtained the staphylo- 
coccus. We first gave Gen- 
tian violet, which, as you 
see, gave us no febrile re- 
action, then _  mercuro- 
chrome with this rise of 
10414° and an immediate 
drop. The second dose 
caused practically the same 
thing to a lesser degree, 
with a complete disappear- 
ance of the ulcer of the 
penis. This case was one 
of the most striking dem- 
onstrations I have ever seen of the effect of the 
drug. This individual had an ulcer on the 
dorsum of the penis which had been present six 
months. It was an extensive fulminating phage- 
denic ulcer that was accompanied by severe pain, 
so much so that the patient had become a mor- 
phin habitue and required a large amount of 
morphin every day to keep him comfortable. 
We tried cauterization and local treatment with- 
out effect. Finally we gave him two doses 
of mercurochrome. Within four hours after 
the first injection of mercurochrome, the 
pain disappeared for the first time in six 
months. Within a few days it began to 
granulate, and after the second injection 
the lesion promptly healed. Here was an in- 
dividual in such terrible misery that he re- 
ally contemplated suicide at the time that 
he received this injection. This case and 
others are collected in an extensive compil- 
ation of clinical reports in the Archives of 
Surgery’. 

This chart (Fig. 4), is one that was 
furnished me by Dr. Freeman. It is a very 
remarkable case of pneumococcus infection, 
following abortion. The blood culture 
showed the pneumococcus Type 4. The 
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Septicemia, due to pneumococcus Type 4, following abortion. Recovery 
after two intravenous injections of mercurochrome. 


Case of Dr. E. B. Freeman. 
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patient was having a temperature of 103° to 
104° every day. Here she received five 
milligrams per kilogram, with a chill and 
rise to 106°, and a drop of almost nine 
degrees. The blood was sterile the next day 
although the patient ran a little temperature 
and was given a second dose of 7% milli- 
grams per kilogram, which is a very: large 
dose. The blood remained sterile, and within 
a week the temperature was normal, the 
pneumonia and the general infection of the 
blood with the pneumococcus was gone, and 
the patient was well. The next is of a case 
of puerperal septicemia following an ,abor- 
tion. The patient was said by Dr. Malone 
to be so desperately ill that he felt sure she 
would not live. Two injections of mercuro- 
chrome were made close together ; they were 
rather small injections. There followed a 
drop practically to normal. Two more in- 
jections were given, (which were probably 
unnecessary), and the patient went on to a 
rapid recovery. 

This is a case of Dr. Davis’, which he 
kindly sent me, of a very serious puerperal 
sepsis with a pelvic abscess in which it was 
necessary for him to give three injections of 
mercurochrome. After this the patient was 
practically all right, except that the abscess 
persisted. A vaginal puncture was done, 
draining away the pus, and the patient 
promptly got well. 

This is another one of Dr. Davis’ cases, 
a very serious case of puerperal sepsis, in 
which he gave three injections of mercuro- 
chrome, 20 c.c. of a 1 per cent solution, and 
opened secondary abscess. In this case Dr. 
Davis pointed out that the abscess that he 
opened was about the size of an orange and 
would ordinarily have required a large in- 
cision, but he only had to: puncture it in 
order to get away the pus, and the mass dis- 
appeared without further surgery. 


11-15. 
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Fig. 5. Septicemia endocarditis; laryngitis; strepttococcus infection. Two in- 
travenous injections of mercurochrome 4 mg/kg. followed by recovery. 


of Dr. G. D. Mervivne. 
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This is another case of Dr. Davis’ of puer- 
peral sepsis, in which one injection was suf- 
ficient to stop the temperature and lead to 
cure of the patient. 


This case (Fig. 5) is one of general sep- 
ticemia with endocarditis following laryng- 
itis due to the streptococcus. At this 
point the physician telephoned me one 
night about 10 o’clock and said that his pa- 
tient was practically moribund and that he 
would not live until morning. I suggested 
a big dose of mercurochrome. He only 
gave him four milligrams per kilogram, with 
a slight drop. The next day he repeated it, 
with a drop practically to normal. Accord- 
ing to Dr. Mervine, the intravenous therapy 
unquestionably saved the patient’s life. 


This is a case that shows how it is often 
necessary to give multiple injections to get 
final results. This is a case of septicemia 
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Fig. 6. B. coli septicemia after appendectomy. One 


intravenous injection of mercurochrome, 10 c.¢c., 1 per 
cent, followed by rapid recovery. Case of Dr. E. F. 
Rose, Spokane, Washington. 


following mastoidectomy, in which the 
blood cultures showed streptococcus and in 
which it was necessary to use five intraven- 
ous injections of 1 per cent solution, totaling 
130 c.c. I think that case 
ought to hearten those who 
are willing to stop after 
one or two injections. It 
shows that often several 
are necessary in order to 
get results. 


Here is another case of 
bacillus coli septicemia 
after appendectomy (Fig. 
6). One injection of 10 
c.c. of a 1 per cent solu- 
tion brought the tempera- 
ture to normal. 

This is a very interest- 
ing case in which for 
seven weeks there had 
heen a daily chill and a 


Case os 
” temperature rising to 41° 








Centigrade. The patient was steadily going 
downhill, until she received three doses of mer- 
curochrome, two being small, and one not very 
large, after which the temperature promptly 
returned to normal. 

‘These cases I think are sufficient to show 
you that in mercurochrome we certainly get 
a reaction that is very characteristic. We 
generally get a chill, followed by tempera- 
ture, and then this great drop which re- 
minds one of the crisis of pneumonia or the 
crisis that is artificially brought on some- 
times by serum or vaccine treatment. 

The next case that I want to show is 
that of a case of pneumonia. We have had 
a most interesting talk on pneumonia this 
afternoon, and with some hesitation I bring 
up this subject. 





fod 


Kig. 7. Extensive broncho-pneumonia, five separate 
areas of consolidation muitiple skin abscesses, severe 
diarrhoea, and double otitis media. One injection of 
mercurochrome, 5 mg./kg. followed by rapid recovery. 


You have seen the chart of one case that 
I mentioned a bit ago in which the patient 
was in desperate condition with pneumonia 
and who promptly got well. After the pub- 
lication of that case in our first report, Free- 
man and Hoppe of Atlanta took up the sub- 
ject in the Child’s Hospital there, and 


treated forty-six cases in all, and this is the ™¢ 


e. 
140 


first one of their series. I would like to read, 


if I may, their description of that first case: Sept. 


“A female, age five and a half years, weigh- 
ing twelve kilograms, developed measles on 
January 29, 1924. This was followed by 
bronchopneumonia and acute otitis media. 
She had been ill about six weeks, during 
whic htime her temperature had varied from 
102° to 105°. During the fourth week of 
illness she developed severe diarrhea, hav- 
ing from five to seven foul stools daily. On 
the thirteenth day of her illness she was in 
desperate condition. There were five sep- 
arate areas of consolidation in the lungs, the 
temperature was 10.6, she was markedly 
emaciated, both ears were discharging pro- 
fusely, and she had numerous skin abscesses. 
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The respiration was labored and the patient 
had become so cyanotic at times that hypo- 
dermic injections of epinephrin were re- 


quired. Hope for her recovery having been 


abandoned, the physicians decided to try 
mercurochrome intravenously. She was 
given five milligrams per kilogram of body 
weight intravenously (Fig. 7). There was 
little or no systemic reaction. The temper- 
ature fell as if by crisis from 105° to practi- 
cally normal. She began a rapid and unin- 
terrupted recovery. The stools were stained 
red for two days, but the diarrhea rapidly 
disappeared ; the skin lesions cleared up. We 
feel that unquestionably the patient would 
have died but for the injection. We have 
never seen a more spectacular recovery.” 

Dr. Freeman and Hoppe have made two 
additional reports before the Southern 
Medical and the Southern Surgical Associa- 
tion, and now report forty-six cases. They 
say their mortality at the Child’s Hospital in 
Atlanta has been reduced from 38.6 per cent 
to 8 per cent in the bronchopneumonias of 
children by intravenous mercurochrome. 
Fig. 7 is from one of their charts and shows 
a wonderful drop of temperature after the 
injection of mercurochrome. 

About the same time that we were work- 
ing on mercurochrome as an intravenous 
germicide, me decided to try out Gentian 
violet, the great value of which as an anti- 
septic had been brought out in our labora- 
tories by Churchman at least ten years be- 
fore. 

Gentian violet, you know, is a remarkable 
germicide but against Gram positive cocci 
only, but it is one of the most powerful 
germicides we have. Churchman did not 
think it would be of value when used intrav- 
enously, but we found after animal experi- 
mentation and then on human beings that 
it could be safely given in doses the same as 
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Fig. 8. Staphylococcus septicemia with multiple oste- 
omyelitis; patient almost moribund. Three intravenous 
injections of gentian violet, 5 mg/kg., followed by 
sterilization of blood and recovery. 
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Fig. 9. Diabetes 
cemia. 
lowed by improvement. 


mellitus; staphylococcus _ septi- 
One injection of gentian violet, 5 mg/kg., fol- 


mercurochrome, five milligrams per kilo- 
gram of body weight. 

Here is the chart (Fig. 8) of an interesting 
case of a septicemia due to a staphylococcus 
(which is a Gram positive organism) with 
multiple osteomyelitis, seven foci in the long 
bones of the body. The patient had been 
operated on but continued to have high 
fever and was steadily going downhill, and 
at this point life was despaired of. He was 
given five milligrams per kilogram of Gen- 
tian violet, with this drop and a very early 
return to practically normal in three or four 
days, and ultimate recovery. The surgical 
staff thought the recovery was entirely due 
to the intravenous injection. 

This is another patient (Fig. 9) who had 
diabetes mellitus with multiple abscesses 
and a staphylococcus septicemia. It was 
cured by one injection of five milligrams per 
kilogram of Gentian violet. 

I would be able to present to you about 
thirty cases with Gentian violet, but I have 
not the time. I can simply summarize and 
say that there have been among these some 
very startling results, but as a whole the 
use of Gentian violet, even in Gram positive 
coccus infection, which is the only thing it 
is good for, is not as good as mercurochrome. 
I would always advise the use of mercuro- 
chrome first and then, if you don’t succeed, 
the use of Gentian violet. 

I have a case in hand, a doctor’s wife, run 
over by an automobile, with very extensive 
multiple infection, in whom it was necessary 
to use two injections of mercurochrome, one 
of Gentian violet, one of crystal violet, and 
two more injections of mercurochrome be- 
fore we finally got a complete sterilization 
and a cure. 

During the war, in consultation with 
some of our medical conferes, I had the 
pleasure of meeting one of the great derma- 
tologists, Dr. Levy-Bing, and he told us that 
in his treatment of syphilis he had been 
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struck with the iact that cases of gonorrhea] 
epididymitis were often remarkably im- 
proved following an injection intravenously 
of novorsenobenzal. We have quite a 
number of cases where we have used it in- 
travenously for gonococcus infections, and 
also for Gram positive renal infections. The 
reaction is different from the other two 
drugs. You don’t get much febrile change, 
and as a rule multiple injections are neces- 
sary. 

You have, of course, the same danger that 
you have in the treotment of spyhilis, where 
you use large doses of the arsenicals, in that 
you may get a dermatitis, but outside of that 
it can be safely used if care be taken and in 

Gram positive infections, in general gono- 
coccus infections, it is a drug of undoubted 
value, but I believe not as good as mercuro- 
chrome in the treatment of such cases. 

In conclusion, I wish to say as to the dos- 
age we feel that in .fulminating cases 
the large dosage of five milligrams per kilo- 
gram should be used, because you are deal- 
ing, especially in septicemias, with one of 
the most serious diseases that the flesh is 
heir to. It can be repeated at intervals of 
two or four days, as you have seen, until 
two, three, four, or even five doses are re- 
ceived. Not infrequently you find albumin 
and a few casts appear in the urine following 
these injections. From our animal studies 
and also autopsies on individuals who have 
died of septicemia, I feel confident that ne- 
phritis is not produced, Dr. Norris of New 
York to the contrary notwithstanding. 

Our pathologists in Baltimore feel confi- 
dent it does not produce a nephritis. There- 
fore, we do not hesitate to use it, even when 
albumin and casts are present in the urine. 
As a matter of fact, quite a few of these cases 
I have shown you this afternoon are cases 
in which albumin and casts were present in 
the urine at the time it was used, but they 
cleared up after the use of intravenous 
therapy. 

As to the effect on the organisms, the 
bacillus coli has been sterilized in 82 per cent 
of the cases, the staphylococcus in 60 per 
cent of the cases, Gram positive diplococcus 
in 67 per cent of the cases, streptococcus 
hemolyticus in 54 per cent of the cases, 
streptococcus viridans in almost none of the 
cases. Streptococcus viridans is one of the 
most unsuccessful things with which we 
have dealt, and there are only three cases 
that apparently were improved as a result 
of intravenous therapy, one of endocarditis, 
said to be cured by Gentian violet. 

As to the reason for some of these failures, 
we don’t see why they occur, but un- 
doubtedly they are failures, although the 
cases were quite similar to other cases which 
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got well. The drug has been used now by 
practitioners all over this country and in 
other countries in a great variety of diseases. 
I have not time to enumerate them, but our 
_ Statistics are enough to show that some very 
extraordinary things have occurred in the 
way of sterilizing infections which hereto- 
fore have been thought to be practically al- 
ways fatal. (Applause). 
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PNEUMONIA—MODERN PROPHY- 
LAXIS AND THERAPEUTICS 


FREDERICK T. LORD, M. D. 
BOSTON, MASS. 


I am to speak to you on the subject of the 
prevention and treatment of pneumonia. 

The prevention of pneumonia is one of the 
most pressing problems confronting the 
medical profession today. Pneumonia ac- 
counts for about 10 per cent of all deaths. 
The percentage of deaths ascribable to pneu- 
monia rises in certain localities much higher 
than 10 per cent. In Pittsburgh, for ex- 
ample, for many years, the number of deaths 
ascribed to pneumonia has been about 25 
per cent. Thus far our efforts at prevention 
seem to have been almost wholly of no avail. 

There are, however, methods already ap- 
plicable which give promise of diminution 
of the numbers of cases of pneumonia and 
we have to consider in this conenction (1) 
that pneumonia is now to be regarded as a 
contagious disease; (2) the influence of cer- 
tain infections as a predisposing cause; (3) 
the importance of overcrowding in increas- 
ing its incidence and, (4) the use of vaccin- 
ation as a preventive measure. 

Pneumonia should be regarded as a con- 
tagious disease. The evidence for this is the 
influence of over-crowding in increasing the 
incidence of the disease and of this I shall 
have more to say later. The evidence is also 
bacteriological. Sixty per cent of the cases 
of lobar pneumonia are due to Type I and 
II pneumococcus. Type I and II pneu- 
mococcus are found only in lobar pneumonia 
and in the contacts with cases of this type, 
or practically so, and pneumonia due to 
these types is, therefore, to be regarded as a 
contagious disease. 


What about the remaining 40 per cent? 
These cases are due to Type III and Type 
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IV pneumococcus, which are normal inhabi- 
tants of the mouth, and the pneumonia in 
these instances arises by autoinfection from 
such organisms, normally harbored in the 
mouth. Animal experiments indicate that 
‘when an organism gives rise to disease its 
invasive properties are increased, and, there- 
fore, it is reasonable to conclude that given 
a case of pneumonia the acquisition oj 
pneumococci from that case is more likely 
to give rise to pneumonia in the person ac- 
quiring the pneumococcus than when the 
pneumococcus is acquired from a person 
who does not have pneumonia. So it is rea- 
sonable, regarding lobar pneumonia, to look 
upon it as a contagious disease. Further, 
whether it is due to Type I or II, or as is 
more commonly the case, to Type III or 
IV pneumococcus, the same may be said of 
bronchopneumonia, which is usually due to 
pneumococci. 

What remedy shall we apply from this 
point of view of contagion? Already 
throughout the states of the Union the re- 
porting of cases of pneumonia prevails, but 
thus far isolation and quarantine have not 
been generally adopted. The evidence is 
now sufficient to warrant and actually to de- 
mand, I believe, the use of isolation and 
quarantine throughout the United States. 
These measures are at the moment to be 
regarded as an experiment the result of 
which cannot be determined in advance, but 
with a reasonable prospect of success. Al- 
ready there is evidence in Pittsburgh of a 
reduction hy 600 of the number of cases of 
pneumonia since the application of isolation 
and quarantine in the year elapsing since 
April 1, 1924. Already the neighboring state 
of Illinois, on March 3, 1925, adopted rules 
and regulations making pneumonia report- 
able, isolatable and quarantinable, and it is 
highly desirable that these measures be gen- 
erally adopted, and we may look forward 
not to the elimination of the disease by such 
means, but to a very considerable reduction 
in the number of cases. 


There is another consideration regarding 
prevention, and that is that pneumonia is 
usually a secondary disease, not commonly 
a primary disease. One may obtain in the 
history of patients with lobar pneumonia 
the history of a common “cold” preceding 
the onset of the pneumonia in about 75 per 
cent of the cases, and it doubtless happens 
that the virus of the cold, thus far unknown, 
carries down and implants in the lung the 
pneumococcus which gives rise to the pneu- 
monia. This is more apparently true of 
bronchopneumonia, which is very commonly 
secondary to “colds”, influenza, measles, 
whooping cough and diphtheria. Control of 
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diphtheria is already practicable. Control of 
the other ‘diseases in this group by determin- 
ing the cause and mode of distribution of 
the virus at work may be expected to dimin- 
ish the cases of pneumonia arising secondary 
to these diseases. We must apply isolation 
and quarantine as far as possible in these 
diseases which dispose to pneumonia. 

I would call to your minds the very im- 
portant advances which have been made in 
the elimination of diphtheria by the Schick 
test and the detection of the susceptibles and 
by the toxin-antitoxin mixture the immun- - 
ization of the susceptibles. ; 

A closely allied subject is that of post- 
operative pneumonia, which follows in 1 to 4 
per cent of laparotomies and accounts for 
about a quarter of all deaths following oper- 
ations under general anesthetics, and which 
is, therefore, a very important matter for 
consideration. These post-operative pneu- 
monias arise more particularly after abdom- 
inal operations on the upper quadrant of the 
abdomen. They arise more particularly 
under general anesthesia, but they may also 
arise under local anesthesia. 


I have gone over our Massachusetts Gen- 
eral Hospital surgical operations te find out 
the monthly incidence, and it turns out in 
over 70,000 operations over a period of about 
20 years that the post-operative pneumonias 
are five times more common in the month of 
February than in the month of July. The 
incidence rises from July to February and 
then declines after that. 

The obvious remedy in the prevention of 
pneumonia secondary to operations is not 
to operate when operation can be avoided 
upon persons who have an acute respiratory 
infection, because the history of. persons 
who have post-operative pneumonia sug- 
gests that infection in the respiratory tract 
preceding operation is an important predis- 
posing cause. When operations can be post- 
poned in the face of acute respiratory in- 
fections they should be postponed. If oper- 
ation is imperative, local is to be preferred 
to general anesthesia. If general anesthesia 
must be used, gas-oxygen is to be preferred 
to ether. If the operation can be postponed 
to the warmer months, it is desirable to do 
so. It is desirable, also, in the operative pro- 
cedure to have the masks for anesthesia 
sterile, to keep the patient warm, and to 
turn the patient frequently after operation 
so that we may diminish the chance of post- 
operative massive collapse of the lung with 
the consequent danger of infection. 

Another matter to consider in prevention 
is the influence of overcrowding in increasing 
the incidence of the disease. A large pro- 
portion of the cases of pneumonia occur dur- 
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ing the colder months of the year, from No- 
vember to June, and this heightened inci- 
dence may be largely ascribed to the closer 
contact of individuals within doors at this 
period and consequent transfer of more viru- 
lent types of pneumococci from person to 
person. Under conditions of overcrowding, 
there have been numerous instances of more 
or less severe local outbreaks of the disease 
in all parts of the world, on ship board, in 
jails and in hospitals and as a succession ot 
cases in the same house. In 1906, there was 
a high rate of mortality among the laborers 
employed in the building of the Panama 
Canal. In 1907, these laborers, previously 
housed in barracks, were allowed to scatter 
out along the line of the canal, each man 
building his own quarters and this disper- 
sion was followed by a striking and coinci- 
dent drop in the mortality from pneumonia. 
The army experience during the late war 
also offers a striking example of the great 
increase of the disease under conditions of 
overcrowding, incidental to army life. Ex- 
cluding the influenza period from considera- 
tion, pneumonia was nine times more fre- 
quent among the troops than among civili- 
ans of the same age group. This menacing 
prevalence of the disease may be ascribed to 
increased opportunity for contagion in the 
close proximity of susceptible individuals in 
barracks, tents and the mess, together with 
a lowering of resistance from exposure, 
overwork and fatigue. Though such crowd- 
ing as prevailed in the army was inevitable 
in the face of a national emergency, it was 
nevertheless a serious menace and must be 
regarded as responsible for the loss of many 
lives. 


It is desirable that the danger of over- 
crowding be taken into consideration in the 
program for the prevention of pneumonia. 
It should be appreciated that overcrowding 
in civil is more dangerous than in military 
life as it more constantly operates to in- 
crease the transfer of virulent organisms. 
There should therefore be a persistent effort 
to improve housing conditions, especially in 
the cities. The number of persons allowed 
to occupy the same premises should be regu- 
lated. When large bodies of men must be 
housed in crowded quarters, the danger is 
lessened by thorough cleaning and airing of 
the quarters, by head-to-foot sleeping, 
screening by the cubicle system and by sep- 
aration by screens at mess. As dust favors 
the spread of respiratory infection the 
amount of city dust and smoke should be 
diminished. In the presence in any city of 
a menacing prevalence of respiratory infec- 
tion, mass meetings should be forbidden 
and the schools should be closed. 
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There is still another method of preven- 
tion, and that is by vaccination, but unfor- 
tunately the evidence does not carry us far 
enough at the moment to warrant its general 
adoption, and so I shall not attempt to say 
more about it. 


Regarding the treatment of pneumonia: 
Are there specific methods of treatment? 
What about drugs? We have a promising 
drug in ethylhydrocuprein, a derivative of 
quinine, which unfortunately is too danger- 
ous to use on account of certain dangers to 
the eye, and therefore cannot be recom- 
mended and is not as yet practical. What 
about serotherapy? We in the east have 
been studying serotherapy in pneumonia for 
a number of years, about eleven in all, in our 
Massachusetts General Hospital Clinic. I 
won't go at length into this matter. but I 
may briefly review the evidence in favor of 
serum. There are in the literature 301 cases 
of Type 1 pneumococcus pneumonia treated 
without serum and these may be used as a 
control group to judge the value of serum, 
and of these 301 cases 75 died, a mortality 
of 24.9 per cent. There are in the literature 
553 Type I cases treated with serum, with 
88 deaths, a mortality of 15.9 per cent. Al- 
though these two groups are not strictly 
comparable, nevertheless, the large size of 
the series is likely to balance errors from 
this source, and some diminution of mor- 
tality by the use of Type I serum may be 
assumed. Our own experience indicates 
that Type I anti-pneumonococcus serum 
is of more particular value when it is used 
within the first three days of the illness, and 
in Boston 47 cases can be collected in which 
the serum has been used within the first 
three days, with four deaths, a mortality of a 
little over 8 per cent. 


Should: anti-pneumococcus serum, then, 
be recommended for general adoption? Un- 
fortunately, I don’t think it should. There 
are certain dangers incidental to the use of 
alien serum, certain rather complicated pre- 
cautions which must be taken, and I don’t 
believe that it is yet practical. I think it is 
still, so far as general adoption is concerned, 
in the experimental stage, and the same 
thing must be said of the Huntoon antibody 
and Felton’s antibody. These measures have 
great promise for future success, but are 
not yet wholly practical. 


What about vaccination in the treatment 
of pneumonia? Vaccination has been used 
and is being used by certain men in the 
treatment of pneumonia. Vaccination as a 
preventive of pneumonia has great promise, 
but there is no evidence, direct or indirect, 
regarding any disease that a vaccine is cap- 
able of curing an existing infection. There 
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is always the danger that by using the vac- 
cine and putting dead organisms under the 
skin we may unduly tax the patient’s resis- 
tive powers, and so it is undesirable, it seems 
to me, to use vaccination in treatment. 


So much, then, for the specific measures 
which need to be considered in the treat- 
ment of pneumonia. 


Regarding the general management of a 
patient with pneumonia, I don’t intend, be- 
fore such an audience as this, to go into de- 
tail in such matters, because it is familiar 
to you all. It is, of course, desirable that the 
patient be in bed and absolutely at rest, 
that his strength be spared by every pos- 


-sible means, that he be turned and not turn 


himself, be fed and not feed himself, that 
he be given an abundance of liquid intake, 
perhaps two to three liters of fluid, to assist 
in the elimination of toxic material. We 
should pay particular attention, also, to the 
intestinal tract to avoid, if possible, that 
very troublesome complication, abdominal 
distension, and it may be necessary that a 
daily enema be given. 

I spoke of turning the patient. It is de- 
sirable to diminish the chance that he will 
develop massive collapse. Massive colapse 
of the lung, in our experience, has occurred 
in 2 to 3 per cent of cases of pneumonia. It 
is an undesirable complication and is due, 
doubtless, to plugging of a bronchus with 
retained secretion. Turning the patient from 
side to side may prevent that complication. 

It would seem desirable in cases of pneu- 


monia for the attending physician to ex- 
amine the patient once a day and to have in 
mind important complications, especially 
pleural effusion, because its early detection 
may be of considerable importance in the 
outcome; to have in mind, also, in children, 
otitis media, which is very likely in young 
patients to be insidious and not discovered 
unless particularly looked for, and also to 
have in mind abdominal distension, and if 
the patient becomes somewhat distended, 
the attempt should be made at once to re- 
lieve the distention by enemata and other 
means. We should particularly have in 
mind, then, those complications against 
which are measures of relief that may be 
successful. 


I spoke of pleural effusion. The diagnosis 
is sometimes difficult. We are assisted very 
much by the X-ray in conjunction with 
physical signs. Suspecting it, we should 
make an exploratory puncture. If the ex- 


ploratory puncture is successful in demon- 
strating fluid, the next step is the examin- 
ation of the fluid and this should be done 
before a decision is made as to the method 
Pleural fluids complicating 


of treatment. 
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pneumonia may be clear or cloudy or 
frankly purulent. It is desirable to take the 
specific gravity of the clear or cloudy fluids 
and in any case to examine the fluid micro- 
scopically and by culture. A specific gravity 
at or above 1018 is evidence in favor of an 
exudate rather than a transudate. Micro- 
scopic examination of the sediment may 
show that the cells are chiefly lymphocytes 
and the culture may fail to show growth. 
Fluids of this character, with a specific grav- 
ity at or above 1018, may be due to relatively 
mild pleuritis of pneumococcus origin or 
they may be tuberculous. If the fluid is 
small in amount that which is left after the 
tapping may absorb without further inter- 
ference. With an inflammatory turbid fluid 


containing an excess of polynuclear cells in: 


the sediment and sterile by culture, removal 
by tapping may be all that is necessary. 
More radical interference is usually neces- 
sary, however, in those fluids which contain 
abundant or necrotic pus cells and pneu- 
mococci on cultivation. Frankly purulent 
fluids without demonstrable pneumococci in 
stained specimens and sterile by culture 
may be due to pneumococci which have died 
out or may be tuberculous and it is unde- 
sirable to treat them by open incision. When 
tuberculosis is the underlying cause, a per- 
sistent sinus is likely to follow open incision 
and drainage. 


Although thoracotomy with costatectomy 
is the operation of choice in the presence of 
chronic and encapsulated empyema, it is not 
to be considered with fresh empyema com- 
plicating pneumonia owing to the danger of 
lung collapse when the thorax is opened and 
consequent death of the patient from em- 
harrassment to respiration. It is neverthe- 
less true of metapneumonic empyema that 
constant free drainage is essential for 
prompt and permanent cure, but lives which 
would otherwise be lost may be saved by 
a more conservative procedure while the em- 
pyema cavity is walled off by delicate ad- 
hesions and the resort if necessary may be 
made later to open incision and drainage. 
In the patient already seriously ill with 
pneumonia, a complicating empyema adds 
to the danger and it is highly desirable to 
employ conservative surgery, such conserv- 
ative surgery as Crile emphasized last night 
regarding the gall bladder, and not to do 
harm to a patient whose margin of safety 
is already very small. 


In the presence, then, of empyema com- 
plicating pneumonia and due to other or- 
ganisms than the tubercule bacillus it is 
desirable to evacuate the pus, not by any 
radical operation, but by such conservative 
means as air-tight drainage which can be 
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done under local anesthesia and avoids 
shock and the danger of lung collapse. The 
most satisfactory method is I think the in- 
troduction between the ribs of a trocar, the 
introduction into the cannula of the instru- 
ment of a catheter and then air-tight drain- 
age through the catheter by repeated aspir- 
ation or drainage of the fluid into a bottle, 
maintaining air-tight connections all the 
time, the bottle being upon the floor. 


It may be well, in connection with the 
complications of pneumonia, to say a word 
about the combination of the disease with 
diabetes. Owing to the danger of the de- 
velopment of acidosis the treatment pre- 
sents a difficult problem, which is, however, 
made somewhat less difficult by the dis- 
covery of insulin. The fluid intake should 
be kept up to at least two to three liters and 
tap water may, if necessary, be given by 
rectum. There should be a daily evacuation 
of the bowels. Fat should be eliminated 
from the diet and carbohydrate given in the 
form of skimmed milk, oatmeal water gruel, 
and orange juice. If other than liquid nour- 
ishment can be taken, shredded wheat, 
Uneeda biscuit and potato may also be 
added. Successive specimens of urine should 
be tested for sugar, acetone and diacetic 
acid. With glycosuria without acid bodies, 
insulin may be given in I5 unit doses re- 
peated often enough to keep the urine al- 
most but not quite free from sugar. It is 
safer to maintain a slight glycosuria than to 
run the risk of hypoglycemia by overdosage 
with insulin. In the presence of acidosis 
larger amounts of insulin may be needed. 
If the urine cannot be obtained the blood 
sugar and the carbon-dioxide combining 
power of the blood should be determined. 

Regarding certain special symptoms in 
pneumonia and their treatment, fever in 
pneumonia does not ordinarily demand 
treatment, but hydrotherapy may be of com- 
fort to the patient when the temperature is 
102% or over, sponging with water of 75 or 
80 degrees. 


Pleural pain is the most distressing symp- 
tom requiring treatment in pneumonia. Mild 
measures, such as an ice-bag, a hot water 
bottle, a swathe, may suffice to diminish the 
pain and make it tolerable. It is the general 
custom, in such cases, to give opium in some 
form, and this may be desirable, but it must 
be remembered regarding the use of opium 
in pneumonia that it has its disadvantages 
as well as its advantages. The advantage is 
that in diminishing the pain which fatigues 
the patient and disturbs his sleep, it im- 
proves the situation by the relief of this 
symptom. On the other hand, opium sub- 
dues the impulse to cough. To subdue the 
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impulse to cough in pneumonia is likely to 
lead to the retention of secretion in the bron- 
chi. To have material retained in the bronchi 
is likely to increase the incidence of massive 
collapse, and to retain secretion in the 
bronchi is likely to increase the danger of 
spread of the pneumonic process, and so in 
the use of opium for the relief of pain or for 
the subduing of cough in pneumonia, we 
should have its possible dangers in mind. It 
is certainly desirable to use it in certain 
cases, but it is desirable, always, to weigh 
the advantages against the disadvantages. 

What about cardiac weakness in pneu- 
‘“monia? We have learned regarding cardiac 
weakness in pneumonia that it is not an es- 
sential feature of pneumonia at all, that the 
cyanosis of the disease is not necessarily to 
be regarded as an indication of cardiac 
weakness, that the tachycardia of the dis- 
ease is a feature of the general infection, and 
in general it may be said that it is not neces- 
sary to treat cardiac weakness in pneumonia. 
Digitalis in our experience has not proved 
of great value in the treatment of pneu- 
monia, speaking in general. Its use may 
well be reserved, I think, for those uncom- 
mon instances in which there is auricular 
fibrillation complicating pneumonia, and not 
asaroutine. (Applause). 





THE CONTACT OF THE SURGEON 
WITH THE PROBLEM OF CANCER 


GEORGE W. CRILE, M. D. 
CLEVELAND, OHIO 


The surgeon is constantly in contact with 
every phase of the cancer problem from 
those that pertain to the earliest precancer- 
ous stages, such as irritations, chronic in- 
fections, X-ray and radium burns—lesions 
which are not yet actual cancers but which 
are recognized as potential cancers,—on 
through every phase of definitely established 
cancer to the stage of inoperability ; and be- 
cause of his first hand knowledge of all 
these phases of cancer and of precancerous 
lesions, the surgeon is called upon to make 
weighty decisions as to the method of deal- 
ing with each individual case. It is therefore 
important that he maintain a standard of 
procedure—a flexible standard, however, which 
may be modified or changed in the light of 
accumulated experience. 


GENERAL CONSIDERATIONS 


Precancerous Lesions — Among  precancer- 
ous lesions the surgeon must decide what is 
the best means of dealing with keratoses, es- 
pecially in the exposed skin of aged patients. 
He must offer the best method of dealing 
with old scars, exposed to the irritation of 
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clothing or to physical contact with the tools 
of labor. He must know the best method to 
apply to cracks and fissures of the lip, to 
ulcers of the tongue and of the cheek, where 
the rough surfaces of teeth or poorly fitting 
dental plates may be a constant source of 
irritation. He must decide which is the 
best method to pursue in the case of a benign 
papilloma of the larynx or a bronchial tumor 
in the cancer period of life. He must decide 
what to do in the case of a foetal adenoma of 
the thyroid; in the presence of senile 
changes in the breast or of cysts or other 
benign tumors of the breast. He must know 
what is the best method of treatment for 
chronic ulcers of the stomach or rectum. He 
must decide upon the safest procedure in 
the case of a precancerous lesion of the 
cervix of the uterus, especially in the case 
of chronic inflammation of the cervix as- 
sociated with an old laceration. He must 
decide what is the best course to pursue in 
cases of growing warts and pigmented 
moles; in cases of chronic enlargement of the 
lymphatic glands in any part of the body; in 
cases of ulcers and scars on the extremities. 
All of these conditions at the time of con- 
sultation may be presumed to be still be- 
nign but they all carry the possibility of 
degeneration to malignancy. 


In making his decision as to the course of 
action in the presence of any of these varied 
lesions, the surgeon is guided by two funda- 
mental principles: 


1. Any precancerous lesion should be 
completely eradicated or left alone. Surgi- 
cal history presents too many cases in which 
disaster has followed the incomplete re- 
moval of an apparently benign but potenti- 
ally cancerous lesion. Throughout the whole 
series of precancerous lesions the irritation 
of partial removal added to the irritation of 
the condition itself is most dangerous. As 
specific examples may be cited the disasters 
that have followed the incomplete destruc- 
tion of a pigmented mole by the use of the 
electric needle, which has caused a precipi- 
tation and dissemination of a fatal mela- 
noma; the production of an inoperable can- 
cer of the larynx by the irritation caused 
by the repeated removal of benign papillo- 
mata; the malignant sequelae of partial or 
incomplete destruction of an ulcer on the 
tongue; of the partial removal of precancer- 
ous benign tumors of the breast, or a chronic 
cystic mastitis; of the partial removal of 
papillomata of the bladder, of keratoses of 
the face or of small ulcers of the margin of 
the nose; of an incomplete operation upon 
a chornically inflamed lacerated cervix; of 
the partial removal of scars or of superficial 
ulcers. These present a long list of tragedies 
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known to have been precipitated by an in- 
complete surgical attack which was em- 
ployed either because of want of apprecia- 
tion on the part of the surgeon of the grave 
danger of partial removal or because of in- 
sufficient skill and judgment in the exe- 
cution of what often is a simple operation. 

It is one thing to attempt to cure a patient 
with a cancer. One can but do his best even 
if the disease has gone too far and the oper- 
ation is unsuccessful. It is another thing for 
the surgeon to precipitate a cancer on ac- 
count of his lack of forethought or under- 
standing, precipitating a benign lesion into 
a malignant lesion. 

I repeat, therefore that the primary prin- 
ciple in the treatment of precancerous les- 
ions, whatever their character, is that they 
should either be completely removed or left 
alone. 

2. The second fundamental principle is 
that even when a precancerous lesion has 
apparently received adequate treatment, the 
field should still be inspected at intervals, 
just as after the removal of an established 
cancer. 


In making his decision in any individual 
case as to whether or not a precancerous 
lesion should be excised, the surgeon should 
bear in mind three important factors: the 
age of the patient; the familial history of 
cancer, and I am beginning to believe that 
we must also take into account the possibil- 
ity that there is an inheritance factor to be 
considered ; and the degree of probability that 
adequate relief will result from the removal of 
the existing irritation. 

For the removal of certain of these lesions 
radiation with radium or the X-ray is prefer- 
able to a surgical operation. Thus, radia- 
tion is the preferred treatment for chronic 
benign changes in the tongue and for super- 
ficial lesions of the face, especially those 
about the nose and margin of the eyes in el- 
derly subjects. When the irritation is caused 
by jagged teeth or ill fitting plates, the pa- 
tient should be referred to a good dentist. 

For the treatment of chronic cervicitis, 
radium may be adequate. Moles should be 
totally destroyed either by the cautery or 
by wide excision with the knife. In the 
treatment of chronic ulcer of the stomach, 
removal by wide excision is the method of 
choice. 


Operable Cancer—As for the surgeon’s 
contact with an established but still oper- 
able cancer, it involves many difficult de- 
cisions. Generally speaking, the superficial 
cancers of the skin are dealt with satisfac- 
torily by radium or by the X-ray. An early 
cancer of the lip is usually successfully 
treated by radium; primary cancers of the 
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tongue and of the buccal cavity may be 
treated by radiation or perhaps better by 
diathermy or the cautery; but in every case 
an advanced cancer of the lip or of the 
tongue should be excised and the related 
lymphatic glands of the neck should also’ be 
removed by careful and wide block excision. 


Whereas it is admissible and perhaps best 
to destroy the local lesion of the lip with 
radiation, we now have an abundance of 
experience to show that we must not 
expect anything from radiation in deal- 
ing with the glands in the neck. Local radi- 
ation in the local lesion may be indicated; 
but radiation of the involved lymphatic 
glands of the neck should never be done for 
it cannot be depended upon. It means simply 
that an adequate surgical operation is de- 
layed. In cases in which the glands of the 
neck have been radiated and the patient has 
recovered, it simply means that the glands of 
the neck probably were not involved. 


Cancer of the larynx calls for laryngec- 
tomy which is one of the most successful op- 
erations for the permanent cure of cancer, 
because, as nowhere else in the body, the 
cancer in the larynx announces itself by 
every spoken word of the patient from its 
earliest beginning until the patient can no 
longer speak. What a wonderful thing it 
would be if a cancer of the stomach would 
start to declare itself as does cancer of the 
larynx. Moreover, in cancer of the larynx 
there is practically no lymphatic involve- 
ment, for the reason that cancer of the larynx is 
as it were confined in a box through whose 
walls the cancer cannot penetrate, for can- 
cer cannot penetrate thrqugh hyalin car- 
tilage. There is no other situation in the 
body in which the cancer declares itself im- 
mediately and from which it cannot be dis- 
seminated into the lymphatic glands. Therefore, 
the results of larygectomies are excellent as far 
as the permanent cure of the cancer is con- 
cerned. The one great difficulty is the loss 
of voice. 


Cancer of the breast requires the classical 
and radical operation described by Hal- 
sted ; cancer of the stomach requires as wide a 
resection as possible; cancer of the large in- 
testine requires a two stage operation with 
wide excision. In the earlier days when 
we removed the entire growth at one opera- 
tion, even though there was present an ob- 
struction of the bowels, (and most cases do 
not come to the surgeon until there is obstruc- 
tion) we had an appallingly high mortality rate. 
The principle that one should bear in mind is 
that it is not possible to get a union in any tis- 
sue if it is under pressure and at the same 
time certain degree of infection is present. 
Therefore, our high mortality rate was due 
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to the fact that with distension, and there- 
fore traction, plus the local infection, it 
was impossible to get a sound union and 
consequently there resulted leakage and 
death from peritonitis. 

These difficulties, however, are simply 
met by a two stage operation, the first stage 
of which provides for drainage. After a week 
or ten days the second stage can be safely 
performed and there will be no tension since 
the drainage (provided by a colostomy or cecos- 
tomy) is above the point of obstruction. Cancer 
of the rectum calls for wide excision combined 
with radiation. Cancer of the cervix is best 
treated by radium and the X-rays alone, 
provided only that the radiologist has suffi- 
cient experience and proper control of the 
respective doses of radium and of the X-ray 
which should be administered. It is also 
entirely possible that in certain cases of 
cancer of the rectum, radiation, by a com- 
bination of radium and X-ray through the 
different portals of entry may be sufficient 
just as in cases of cancer of the cervix. Can- 
cer of the bladder requires free excision and 
fulguration. 

Inoperable Cancer—In the case of inoper- 
able cancers, the role of surgery is largely 
palliative. Briefly the following procedures 
are indicated: for inoperable cancer of the 
larynx, tracheotomy; for inoperable cancer 
of the stomach, palliative gastrojejunostomy ; 
for inoperable cancer of the cervix or of 
the uterus, radiation; for inoperable cancer 
of the rectum, colostomy, and in some cases, 
radiation. 

SPECIAL PROBLEMS 


In addition to the groups of precancerous 
and cancerous conditions enumerated above, 
certain types of cases require special con- 
sideration. 


Cancer of the Thyroid—The treatment of 
carcinoma of the thyroid like the treatment 
of simple goiter is mainly a problem of pre- 
vention. In our total series of 6949 thyroid- 
ectomies there has been a carcinoma of the 
gland in 139 cases. It is significant to note 
that in about 95 per cent of these cases the 
carcinoma was due to a degeneration of a 
foetal adenoma; and inversely that approx- 
imately 10 per cent of all foetal adenomata 
seen at operation are cancerous. For these 
reasons I believe that a foetal adenoma 
should always be removed. Can we tell a 
foetal adenoma in advance? We can, be- 
cause in the first place the patient is born 
with it. Secondly, it is a discrete tumor, 
well rounded and separated from the rest 
of the gland, it is usually unilateral, and is 
freely movable. JIodin has no effect upon a 
foetal adenoma and moreover, in these cases 
iodin often produces myocarditis and hyper- 
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thyroidism. A malignant foetal adenoma is al- 
ways removed if possible; if it cannot be re- 
moved it is treated with radium. A foetal 
adenoma is the easiest of all types of goiter 
to remove. Simple adenoma is generally 
multiple; foetal adenoma is usually a well 
defined tumor and is present on one side 
only. A patient with an inoperable carcinoma 
of the thyroid gland will live without radia- 
tion for about one year. As for the length of 
life with radiation, there is no basis upon 
which to found a final judgment. Sometimes 
the mass disappears; in other cases, radia- 
tion does not seem to do any good. In cases 
in which the patient is suffering from ob- 
struction and resultant partial asphyxiation, 
a decompression operation will serve to give 
temporary relief, the operation being fol- 
lowed by radiation. In such cases an acute 
myxedema may develop but this myxedema 
is readily met by the administration of thy- 
roid extract. 


Tumors of the Breast—Perhaps the most 


. difficult decision which the surgeon has to 


make is the proper method of procedure in 
the case of the apparently benign breast 
lesion. In the case of a definitely established 
cancer of the breast, as stated above, the 
problem is simple enough but what should 
be the procedure in the case of an appar- 
ently benign condition. In the case of other 
organs and tissues, a possible precancerous 
lesion, if it jis accessible, can be removed 
without question and in doubtful cases the 
excision can be radically extended so as to block 
the avenues of extension. In the case of 
the breast on the other hand the removal 
of the avenues of extension involves a pe- 
culiarly extensive mutilating operation. That 
a benign lesion of the breast should be re- 
moved is certain; the problem is, how ex- 
tensive should the operation be made. 
Among the so-called benign breast lesions 
which are possibly precancerous are diffuse 
hypertrophy, traumata, chronic mastitis. 
and cysts as well as the so-called benign 
tumors. The potential malignancy of trauma 
is indicated by the figures of Hoffman, who 
in an analysis of 314 fatal cases of cancer 
of the breast found that trauma was the ex- 
citing cause in 44 or 14 per cent. Diffuse 
hypertrophy while generally benign can- 
not be considered entirely safe; and it is 
well known that both well localized and gen- 
eralized cystic conditions are too frequently 
followed by malignant degeneration to be 
considered entirely safe. And in_ re- 


gard to so-called benign tumors, as Deaver 
has stated: “Tumors of certain types having 
certain structures, are constantly harmless; 
those of other types, having another struc- 
ture, are persistently invasive, destructive 
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and constantly fatal. Unfortunately these 
are the extremes of a series between which 
lie many tumors that may or may not be 
harmful, or whose structures may fail to 
give a clue to their true disposition.” 


In view of these considerations, while we 
are far from recommending the extensive 
radical operation in every case of breast 
tumor, the importance of frequent examin- 
ation of the breast after the local excision 
of the tumor should be emphasized as well 
as the need for a meticulous pathological ex- 
amination of the tissue which is removed 
with immediate radical operation if. the 
lesion shows any suspicion of malignancy. 
Every case should be strictly individualized 
and the decision as to the final procedure 
should be based not only upon the report 
of the pathologist, but even if that is nega- 
tive, the age of the patient, the previ- 
ous history of lactation or of trauma, to- 
gether with the history of development of 
the growth, should be subjected to the 
clinical judgment of the surgeon. 


An interesting result of a recent study 
of our total series of breast cases by 
Dr. Bunts has shown an “apparent reversal 
during more recent years of the incidence 
relation between benign and malignant tu- 
mors. It would seem that this might well 
be attributed to the fact that now earlier 
consultation is sought by women who dis- 
cover an abnormal condition in the breast 
so that it is first seen and the operation per- 
formed while the tumor is still benign.” 


As to the role of radiation there is not a 
sufficient uniformity in the reported results 
to form any final basis for judgment. It is 
certain that radiation by itself alone cannot 
be compared with surgery and our own 
statistics have definitely proven that inten- 
sive post-operative radiation is distinctly 
contraindicated. 

Carcinoma of the Stomach—A cancer of 
the stomach is characterized by a rapidity of 
growth and an extent of lymphatic involve- 
ment so that the ‘dead line’ of inoperability 
is reached very early in its progress. A 
period of a few weeks may be sufficient to 
carry the patient from an operable to a com- 
pletely inoperable condition and_ conse- 
quently in the majority of cases the patient 
comes to operation too late for possible cure. 
When operable, as in the case of carcinoma 
elsewhere, resection with the widest possi- 
ble excisien of the growth is the indicated 
procedure. Blood transfusion, saline injec- 
tions, nitrous oxid analgesia, the application 
of hot packs and divided operation may suf- 
fice, however, to carry through many pa- 
tients in whom the prognosis appears to he 
hopeless but in whom the anatomical pos- 
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sibilities of operation have not been passed. 

In many cases the diagnosis of cancer is 
made when the lesion is an ulcer. The rela- 
tion between ulcer and caricer of the stom- 
ach remains to be finally established, but 
it is probable that cancer is preceded by 
ulcer in not more than 10 per cent of the 
cases. Even this lo wpercentage is sufficient 
however to warrant the removal of the ulcer 
by operation. 

Carcinoma of the Intestine, Sigmoid and 
Rectum—lIn addition to the general state- 
ment above regarding carcinoma of the large 
intestine and rectum, the following special 
considerations should be offered. It should 
be borne in mind that radiation is of little 
avail in the treatment of lesions of the ab- 
dominal viscera. For cancer of the small in- 
testine—which is of very rare occurrence, 
of the cecum, the transverse colon, the de- 
scending colon, or the sigmoid, surgical 
treatment, therefore, is indicated the oper- 
ative management as in cases of carcinoma 
of the stomach being directed to the utmost 
conservation of the resources of the patient; 
and as in the former case, transfusion, saline in- 
fusions, divided operation and nitrous oxid 
analgesia may suffice to carry through the 
apparently hopeless patient. 

Carcinoma of the Uterus—I doubt 
whether a wider diversity of opinion regard- 
ing treatment exists in any field of surgery 
than in the treatment of carcinoma of the 
uterus. Until within the last year or two 
this could be said regarding carcinoma of 
the cervix also. During the past few years, 
however, the accumulation of statistics in 
regard to the value of radiation of carcinoma 
of the cervix has developed to such a degree 
that its pre-eminent value appears to be 
established. In the case of carcinoma of the 
cervix, therefore, we are turning over all of 
our cases to radium and deep X-ray therapy, 
since there are so many portals of entry for 
the X-rays, and the cervix is so readily access- 
ible for radium implantation that the entire 
region may be reached without endangering the 
abdominal viscera. As for carcinoma of the 
fundus, however, we still advocate vaginal 
hysterectomy in all cases. 


Cancer within the Genito-Urnary Tract 
—In general reliance must still be placed 
upon surgery for the treatment of carcinoma 
of the genito-urinary organs. In some cases 
carcinoma of the kidneys in children will be 
reduced by deep X-ray therapy but the radi- 
ation must be followed later by surgry. In 
the case of deep seated bladder tumors, 
radium has seemed to prevail in certain 
cases but here also the results are still too 
uncertain for radiation to be used routinely. 
Postoperative radiation is employed in 
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many cases but more because it is hoped 
that it may be of avail than because of any 
definite results. 

SUMMARY 


In general the present status of the sur- 
geon in relation to the treatment of car- 
cinoma may be summarized as follows: 
Complete removal when possible of the pre- 
cancerous lesions, otherwise absolutely no 
treatment; the radical operation for estab- 
lished cancer if operable; palliative surgery 
or radation or both if inoperable. Our 
present judgment regarding the treatment 
of cancers of the various organs and tissues 
may be summarized briefly as follows: 

1. Skin—radiation, except in cases of 
pigmented moles which should be excised. 

2. Buccal surfaces—mucous membranes 
of mouth—excision; early cancer of tongue, 
—electric coagulation or actual cautery; 
early cancer of lip—radium; late cancer of 
tongue or lip—excision plus block dissection 
of glands. 

3. Larynx—for intrinsic carcinoma, lar- 
yngectomy plus postoperative radiation; for 
extrinsic carcinoma, block dissection plus 
radiation if possible, tracheotomy plus radi- 
ation if inoperable. 

4. Thyroid—thyroidectomy plus _ radi- 
ation if operable; decompression plus radi- 
ation if inoperable; prevention by excision 
of foetal adenomata. 

5. Esophaqus—gastrostomy 
plus radiation. 

6. Breast—radical operation. 
of radiation is still sub judice. 

. 7. Stomach—resection if possible; 
troenterostomy if inoperable. 

8. Intestines, sigmoid and rectum—colos- 
tomy plus radical operation if operable; colos- 
tomy plus radiation if inoperable. 

9. Uterus—for fundus, radical operation ; 
for cervix, radiation. 

10. Genito-urinary organs—operation plus 
post-operative radiation in selected cases. 
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THE PROBLEM OF MALIGNANT DIS- 
EASE AS MET BY THE INTERNIST 


SOLOMON STROUSE, M. D. 
CHICAGO, ILL. 


It seems proper that a general discussion 
of the problem of malignant disease should 
be opened by an internist. For whatever of 
hope may fall to the lot of the patient with 
malignant disease must arise at the present 
time from early diagnosis and early treat- 
ment. The internist sees the patient before 
the surgeon—probably in most instances be- 
fore the specialist; and it is his constant job 
to be on the lookout for malignant disease, 
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his duty to stand at attention ready to pick 
out those small symptoms, those minor 
signs which added together may paint the 
picture of malignant disease. Were the early 
symptoms and signs of cancer easy to recog- 
nize, the internist’s job would be cor- 
respondingly easy. Unfortunately one of 
the tragedies of man’s effort to combat can- 
cer has resulted from his inability to dis- 
cover the invader until after the invasion has 
spread to outlying territories. It is of no 
avail to the patient with carcinoma of the 
stomach to wait until a supraclavicular 
gland signals the tell-tale evidence of gen- 
eral invasion; yet it certainly is no easy job 
to pick out the cancer patient from the many 
others whose more or less vague gastric 
symptoms may be due to one of many 
causes. Especially in dealing with cancer of 
the internal organs the internist has a pe- 
culiarly difficult undertaking, one more 
nearly specific to his calling than cancer of 
the skin or external organs. A tumor of the 
skin or of the breast is visible to the patient, 
who usually has been educated sufficiently 
to recognize the significance and the danger 
of a tumor anywhere. Such a patient fears 
cancer and seeks surgical advice. On the 
other hand, of course, it is a common ex- 
perience that vague internal symptoms are 
neglected by the patient until the shock of 
severe pain or the spectacular onset of a 
hemorrhage brings a too tardy realization of 
illness. Thus a patient with diabetes mel- 
litus may for months show increased thirst. 
increased appetite, polyuria and steady loss 
of weight, and yet not consult a physician 
until the intense itching of a pruritus vulvae 
or the pain of a carbuncle sensitizes her or 
him sufficiently to produce a realization of 
illness. 


Since the title of this discussion involves 
the term “internist,” perhaps it will be ex- 
cusable to inject here some words on what 
an internist is or should be. No where in 
medical work are the peculiar qualifications 
of an internist more needed than in the diag- 
nosis of early cancer; these qualifications 
may be summarized into a state of mind. 
The state of mind is a combination of keen 
observation, logical deduction, psychological 
insight and scientifically controlled imagina- 
tion. The results of his study of a case must 
be harmony, a color design with artistic 
values, a novellete with logical conclusions. 
If his observed facts cannot be constructed 
into a logical diagnosis completely explain- 
ing the symptoms and course of the patient’s 
illness, he can then exercise his imagination 
controlled by his scientific facts. Possessing 
this state of mind, he is unwilling to let loss 
of weight and inability to eat meat pass with 
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a diagnosis of “gastritis”, he will suspect a 
latent cause. He will not accept any ex- 


_ planation of the frequently vague neurologi- 


cal manifestations of metastatic carcinoma 
of the spine without a thorough realization 
of their possible significance. In other words, 
his state of mind must be that of the detec- 
tive, always ferretting, always suspecting. 
Frequently the suspicion of malignancy is 
as much as the observed facts warrant; 
then he will have to call into court the vari- 
ous specialists. From the scientific as well 
as practical side of the question successful 
team work between the internist and his 
colleagues is necessary in the early diag- 
nosis of cancer of the internal organs. 


Speaking of the internist in office work, 
certain difficulties may arise in the practical 
execution of this general plan. Not all pa- 
tients can be run through the mill of diag- 
nostic machinery; reasons too numerous to 
mention prevent the carrying on of our best 
laid plans. Police powers are not ours; the 
office frequently is a transient stopping 
place. The suspicion of cancer may be 
aroused, some member of the family warned, 
plans all made for an investigation, and the 
patient disappears. He may temporarily 
feel better, he may go to a more optimistic 
colleague and thus lose valuable time; many 
patients prefer the dangerous smile of op- 
timistic charlatanism to the grave dignity of 
honest effort. Others are appalled by the 
possible expense and disappear without ex- 
planation. Not all patients are willing to go 
to a hospital or institution for diagnostic 
procedures until it is too late. In short, for 
some reason or another the very patient 
whose symptoms and signs suggest cancer 
but from whom for excellent psychological 
reasons the suspicion is best withheld is the 
one who may get away from control. 


It is a truism to say that at the present 
time no specific test for malignant disease is 
known, and the seeing and feeling of the 
tumor is the only sure diagnostic sign. In 
cancer of the internal organs one of the 
greatest difficulties lies in the non-specificity 
of the early manifestations. Gastric car- 
cinoma when absolutely proved has usually 
passed the stage of possible cure. Are there 
any symptoms or signs which may suggest 
the possibility, any procedures which may 
point to the diagnosis? In office practice 
it is at times exceedingly difficult to pick 
out from the array of “dyspeptics”’ those 
patients whose symptoms and physical ex- 
amination alone are formally crystallized 
into diagnosis. Therefore in all patients 
with gastric symptoms a study of the gastric 
secretion, of the stools, and careful investi- 
gation by the X-ray should be instituted. 
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A simple test meal removed in forty-five to 
sixty minutes has given us as much infor- 
mation regarding gastric secretion as more 
elaborate studies; while the motor meal 
gives information slightly different from the 
X-ray. In roentgen work I believe the best 
results accrue from the combination of fluro- 
scopic and plate studies. Analyzing possi- 
ble results from all studies we must come to 
the conclusion that as no single symptom or 
sign is specific, so no group of signs is spe- 
cific unless a tumor be palpable. Anacidity 
occurs in many conditions, blood in gastric 
contents or stool merely means an ulcerated 
surface, and even the X-ray cannot infallibly 
differentiate carcinoma from ulcer. The 
conclusion seems inevitable, that, whenever 
doubt arises, operation is indicated; and as 
I have already said, doubt should arise 
easily and without too much hesitation. I 
recall one patient whose picture fitted in 
perfectly with the sketch just given. He 
was an extremely nervous man of about 50, 
on whom I could fasten no definite diag- 
nosis. As a result of extraneous circum- 
stances he was not operated on. The tem- 
porary improvement so often seen in these 
patients ensued, he disappeared, later to fall 
into the hands of a surgical colleague with 
an inoperable cancer of the stomach. 


Although any discussion of carcinoma of 
the stomach might be ended with a note 
of pessimism, the same cannot be said of 
carcinoma of the intestines. Of this disease 
it. can fairly be said that early diagnosis 
may lead to brilliant cures. -The annular 
carcinoma usually of older persons may lead 
to acute intestinal obstruction; it is up to 
the internist to make a correct diagnosis and 
see that proper surgical intervention is pro- 
vided for. I have seen a number of such pa- 
tients who without preliminary warnings 
of an obstruction suddenly found themselves 
unable to have a bowel movement. Digital 
examination of the rectum revealing no 
fecal impaction, carcinoma must immedi- 
ately be suspected. In some cases the tumor 
was palpable, in others after observation for 
a few hours the gas distention of the colon 
was seen to end abruptly even though no 
definite mass could be palpated. In none of 
these cases were any of the general signs of 
malignant disease found; there was no 
anemia, no weakness, no loss of weight. In 
most of the cases which I have seen the con- 
stipation was sudden; although of course I 
have also encountered the more classical 
types with gradually increasing constipa- 
tion, gradually diminishing volume of bowel 
movement with narrowing of the caliber of 
the fecal tube. 


The internist seeing such cases is com- 
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mitting a serious error if he does not sus- 
pect carcinoma, and is doing worse if he at- 
tempts violent purgation. Purgation to such 
a patient is what morphine is to the patient 
with an acute surgical abdomen. When the 
possibility of carcinoma is not forgotten and 
the physician can control his patient, mild 
catharsis supplemented by enemata seems 
justified as a means of establishing a diag- 
nosis. The opaque enema in the X-ray room 
will usually clinch a diagnosis. And remem- 
bering the brilliant results of surgical inter- 
ference the delay for diagnosis must not be 
prolonged. I saw with Dr. Schiller a severe 
diabetic who had suddenly developed intes- 
tinal obstruction from a palpable carcinoma 
of the descending colon. He was in diabetic 
coma, but judicious rapid treatment of the 
diabetic condition put him in condition for a 
colostomy and subsequent removal of the 
tumor. 


The case for malignancy is not so clear 
when the outstanding symptom is diarrhea. 
Here I want frankly to confess to an in- 
creasing fear of persistent bloody diarrhea 
in adults. Every patient I encounter with 
this symptom receives my utmost respect, 
and every possible procedure is used to es- 
tablish a diagnosis. Yet I have seen patients 
on whom careful examination in every way 
—including of course digital, proctoscopic, 
and roentgen ray with the opaque medium 
taken by mouth and by rectum—failed to 
show a cancer which later was found. The 
last diagnosis to make is ulcerative colitis, 
which it seems to me is a comparatively rare 
disease in temperate climates. Roentgen- 
ological evidence of disease of the colon is 
not entirely satisfactory, but colitis associ- 
ated with X-ray evidence of a narrowed lu- 
men or a filling defect at one spot usually is 
not colitis. Although I do not know of any 
specific evidence of malignant disease of the 
bowel other then feeling or seeing the tumor 
it is my opinion that discontent with one’s 
diagnostic skill in this class of cases will 
often lead to the correct diagnosis. 


Much dispute still arises concerning the 
proper treatment of diseases of the gall-blad- 
der. Surgeons generally believe all cases 
should be operated on; medical men are on 
the whole inclined to be more conservative 
and to advise operation for certain definite 
indications. If an adherent of the conserva- 
tive policy the internist has always to bear 
in mind the possibility of carcinoma, and 
during his period of watchful waiting he 
should emphasize the watching, and. cease 
waiting the moment any symptoms or signs 
arise which even remotely suggest malig- 
nancy. The persistence of jaundice, undue 
loss of weight, increasing anemia make it 


unnecessary and unwise to await the palpa- 
tion of a carcinomatous mass. A similar 
state of affairs is met with in diseases of the 
thyroid gland. Unfortunately the current 
practice of iodine medication is not an un- 


. mixed evil; the brilliant results immediately 


following its exhibition are often lost by a 
calamitous chain of evil effects in cases of 
thyroid intoxication. If the feel of the thy- 
roid suggests the possibility of carcinoma 
iodine medication should be used, if at all, 
merely as a measure of pre-operatve safety. 


It is not outside the scope of the internist 
to take part in the general cancer campaign, 
to look for malignant disease of the external 
organs and to urge upon his patients the 
importance of early examination for any 
symptoms of disease. He should “spot” 
a breast cancer and at least suspect a sar- 
coma of the long bones when he meets one. 


Patients passing through an internist’s 
office complain of a large variety of symp- 
toms, often requiring expert attention of 
specialists in other lines. Hematuria unas- 
sociated with any of the general diseases 
characterized by this symptom must be re- 
ferred to a competent urologist for an ex- 
planation of the bleeding. Hypernephro- 
mata and other kidney tumors may be dis- 
covered by the internist, but his surely is not 
the job of final diagnosis. This is also true 
of diseases of the tubes, ovaries, and uterus. 
The internist may see or feel an ulcerating 
carcinoma of the cervix, but it is the better 
part of wisdom to recognize in advance the 
improved touch of his gynecological col- 
league. 


Malignant disease of the lung and pleura 
—primary or metastatic—will receive early 
recognition, since the internist remembers 
his right hand in chest diagnosis—the ro- 
entgenologist. A firm believer in using ail 
laboratory procedures as accessories to the 
senses in diagnosis, I nevertheless am con- 
vinced that well taken X-ray plates of the 
chest properly interpreted are absolutely 
necessary for a proper understanding of the 
clinical pathology of diseases of the lung 
and pleura; under such conditions not only 
is clinical evidence corroborated, but very 
frequently new evidence is added, and some- 
times unsuspected malignant masses un- 
covered. 


It will not do to continue indefinitely 
with a discussion of the various systems, but 
something must be said about metastases, 
about neurasthenia and about hysteria. A 
few years ago I saw inthis state with Dr. 
Armstrong a woman with a peculiar cough. 
Careful history taking brought out the fact 
that some small intestinal tumor had been 
removed a few years ago; substernal dull- 
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ness was increased, an X-ray plate showed 
what we believed might be a metastatic car- 
cinoma. Later history proved the diagnosis. 
I have seen neurasthenic symptoms in a 
woman “cured” of a carcinoma of the breast. 
Without local recurrence there was plenty 
of evidence of a generalized metastatic car- 
cinomatosis. Two poor “hysterical” females 
were seen in quick succession, one came to 
autopsy with a tumor of the brain, the other 
developed Brown-Sequard paralysis and 
died suddenly of a metastatic embolus. The 
points of this paragraph are simple. Metas- 
tatic malignancy may be seen without local 
recurrence; malignant disease of the central 
nervous system may produce indefinite non- 
focal symptoms. In either case the diag- 
nosis may not be suggested unless the in- 
ternist is suspicious and thorough. 


Mention has already been made of the dia- 
betic patient who developed intestinal ob- 
struction from a carcinoma of the colon. The 
physician who saw the patient before Dr. 
Schiller had not recognized the lesion, and 
believed that all the symptoms were of dia- 
betic origin. This would not have happened 
had the first physician followed the creed 
of the internist which has already been de- 
scribed. A patient with any disease can 
develop cancer and at times it takes consid- 
erable acumen to recognize that a given 
collection of symptoms and signs may have 
dual etiology. This is especially true of pa- 
tients whom we have been seeing steadily ; 
diabetics and nephritics run long and steady 
courses, but at any time the hurdle of malig- 
nant disease may be met. Again suspicion 
that the run is not according to form may 
direct attention to the change of jockeys. 
A woman entered my ward at the Michael 
Reese Hospital with symptoms referable to 
a completely decompensated heart. My as- 
sociate, Dr. Meyer, did not think that the pe- 
culiar pallor of the skin and mucous mem- 
branes was due to heart-disease and his 
search for malignant disease was rewarded 
when digital examination of the rectum re- 
vealed a carcinoma. 


These rambling remarks may be brought 
to a conclusion by a brief review of the sug- 
gested points. The problem of malignant 
disease as met by the internist is a problem 
of early diagnosis. The early symptoms of 
cancer of the internal organs are vague and 
usually indefinite; the state of mind of the 
internist must be one of constant suspicion 
of a possible malignant etiology of vague 
symptoms suggestive of cancer. Suspicion 
initiates complete study, and some early 
cancers otherwise overlooked will be 
brought to light. 
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PRIMARY AND METASTATIC 
CANCER OF THE HEAD 


HARRY L. POLLOCK, M. D. 
CHICAGO, ILL. 


Much that has been said previously by 
the other speakers has taken a great deal of 
my thunder away, particularly does this ap- 
ply to the subject of the last speaker for we 
all know and are learning more to know that 
early diagnosis of malignancy is the essen- 
tial thing in these conditions as is also the 
early treatment. 

I have some lantern slides to show after I 
get through with my introductory remarks, 
and I am going to lay special emphasis on 
several of the cases of carcinoma of the 
larynx especially, in which the diagnosis 
probably was made and the attending lar- 
yngologist or the family physician persisted 
in treating the patient without ever at- 
tempting to do anything radical or to cure 
the patient. In most of the cases the diag- 
nosis was incorrect. 

Dr. Crile stated that one of the early 
symptoms of carcinoma of the larynx is the 
change in the voice, the hoarseness, and so 
many cases are being treated by the family 
physician without ever consulting one who 
can look into the larynx and see if there is 
anything materially wrong or not. 

The statements which I am going to make 
are based on an experience of about twenty- 
five years by Dr. Joseph Beck and myself, 
who have been associated for a long time, 
both in private and hospital practice. In 
private practice we get the cases much ear- 
lier than some of the cases of which Dr. 
Barret spoke. The ones we see in the public 
institutions are those cases which are prac- 
tically gone before we see them. 

If there is any point that I want to make, 
it is simply this: to stress what Dr. Barrett 
and Dr. Crile have said; that is, that the 
earlier the recognition, the better the re- 
sults and the more cures. We can cure car- 
cinoma if we get it early, but when it comes 
late, it is absolutely impossible to cure it. 
I have never seen a case, with probably one ~ 
exception, of carcinoma of the larynx where 
there was metastases of the neck and the pa- 
tient recovered health and remained well. 

I will show you one or two cases in which 
the larynx, from local treatment of radium 
and X-ray, apparently returned to normal 
so that inspection showed it to be perfectly 
normal. Yet the patients died from metas- 
tases of the glands of the neck. 

’ In the classification of malignancy, “we 
deat with two types. Of course, the largest 
number of cases are carcinoma, the others 
sarcoma. The other speakers have not’ said. 
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anything about sarcoma; probably we see it 
proportionately oftener in our field than 
they see it in the other fields. Also in 
speaking of malignancy, we have malignant 
conditions of syphilis of the nose, tuber- 
culosis, also cholesteatoma of the ear which 
by progression into the intracranial struc- 
tures becomes malignant and destroys the 
life of the patient. But I think for a general 
body such as this is today, you would be 
more interested in the sarcomas and car- 
cinomas. 


I am going to leave the histopathology of 
carcinoma and sarcoma, although it interests 
us from the clinical standpoint. When we 
find in these growths around the head and 
neck, that there is not a uniformity of the 
cells, whether spindle, round or fibrous type 
of sarcoma, or whether any one of the types 
of carcinoma, we find the prognosis of the 
treatment better when there is one uniform 
type. In other words, if we have a spindle 
cell sarcoma, it gives a much better prog- 
nosis than a spindle and round cell com- 
bined. That has been our clinical exper- 
ience. 

As I stated before, in dealing with malig- 
nancies of the head and neck, the sarcomas 
have a predilection for the nose and for the 
sinuses, while the carcinomas have a pre- 
dilection for the lips, the tongue and especi- 
ally the larynx. 

In regard to the treatment of these two 
types, the diagnosis is very essential, and 
sometimes in the beginning, it is very diffi- 
cult to make our diagnosis, but after it is 
made, the treatment and the prognosis are 
essentially different. 


After we have made our diagnosis clin- 
ically, we depend upon our pathologist for 
the verification of the diagnosis. That, of 
course, has a great many features connected 
with it. The pathologist must get the 
specimen to be examined. 


Right here I wish to be very emphatic 
about the so-called biopsies of the head and 
neck, especially about the nose and throat. 
It is very essential in making a biopsy or 
obtaining a piece for microscopic section, 
that you go deep enough into the growth. 
We have just recently had one case from 
this part of the country, of a suspected car- 
cinoma of the larynx in which we did a 
biopsy and the microscopic section returned 
with a report that it was non-malignant. 
We then decided to operate on the man, 
not by a laryngectomy, which was the 
proper thing to do if it were carcinoma, but 
by a laryngofissure, removing it and closing 
it up. After we opened up the larynx and 
removed the entire growth, we found it to 
be a squamous cell carcinoma. Immediately 
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upon getting our report (and clinically it 
was verified after we opened the larynx), we 
did a laryngectomy. This was almost a 
year ago and the patient is in good condi- 
tion. 

After we have had our clinical diagnosis 
and our pathological one, what are we going 
to tell the patient? That is a very important 
thing from a practical standpoint. I am 
speaking especially of carcinoma of the 
larynx. It is comparatively easy in prac- 
tically all other parts of the body, but if 
you tell a man that he is going to have an 
operation which will render him unable to 
speak except by artificial appliances, which 
incidentally are getting better and better 
every day, it is a great shock to him and the 
mental condition makes him a bad risk for 
the operation. 

We had one man who was brought in with 
carcinoma of the larynx. The man was not 
informed of what was going to be done. 
But he was told that he was to have an op- 
eration and his son was told about the oper- 
ation. We did a laryngectomy and within 
a week the man was dead, I think, simply 
from mental depression. After he found that 
he could not talk, that his larynx was gone, 
he became very morose and depressed, re- 
fusing to eat, or rather, be fed, and as I 
stated before. within a week he was dead. 
Determining what to tell a patient is always 
a serious question. Shall we tell the patient 
what he has? The patient usually asks you 
if it is a cancer. These problems are, of 
course, individual ones, but we have found, 
as a rule, that the ultimate prognostic out- 
come is very much better if we refuse to 
tell the patient anything about his condition, 
making light of it as much as is possible. 
On the other hand, you must tell him some- 
thing to get his consent to the operation. 
Again that is a matter of individual judg- 
ment and dealing with individual patients, 
but as a rule, in our experience, the majority 
of them get along much better if they are not 
told what they have until after the operation 
is done. 

Sarcoma usually begins in the antrim or 
in the interior of the nose as a round body 
or swelling and progresses very rapidly out- 
ward and upward, bulging the eye to one 
side or the other, depending upon whether 
it is a single or bilateral. As this advances, 
it gives a characteristic frog face which I 
shall show you in one of the slides. Sarcomas 
yield to X-ray and radium. We have had 
any number of cures from X-ray and radium 
in sarcomas. Where sarcomas have been 


diagnosed properly, you find a great many 
cures, not in all cases, but the percentage is 
very high. When a patient comes in with 
a sarcoma about the face, unless it is already 
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intracranially advanced you can give a fair 
prognosis. In carcinoma I have never seen 
but one case that was benefited by radium 
and X-ray. That was the first case we ever 
treated. The patient recovered from the 
carcinoma but died from the effects of the 
radium. Nothing short of wide, extensive 
surgery will cure carcinoma. 

The first symptom is hoarseness. When 
a man of the cancerous age presents himself 
with hoarseness, always be on the lookout 
for a malignancy. One of our leading lar- 
yngologists in Chicago made this statement, 
“Every case of hoarseness or tumor of the 
larynx which does not yield to potassium 
iodide is potentially a carcinoma and should 
be removed early.” I did not believe this 
at first, but later did. As Dr. 
it should be thoroughly removed. We have 
seen cases and have had cases come to us 
in which a papilloma or fibroma was pinched 
off and recurred very rapidly, later becoming 
malignant. 

Before we did laryngectomies, we did 
laryngofissures and we have used every kind 
of cautery, X-ray, radium, surgical dia- 
thermy, Percy cautery, and the whole cate- 
gory, and I have never seen one case of cure 
that remained cured except when we did 
radical surgery; by that I mean laryngofis- 
sure or laryngectomy. Sarcomas, however, 
yield sometimes to X-ray and radium. 

As a matter of precaution, we very often 
give a dose of radium or X-ray before oper- 
ation and sometimes we follow that by a 
slight dose afterwards, but depend entirely 
upon our surgery. When cases come to us 
now, unless they are the so-called inoperable 
cases, we refuse to do anything with them 
and would rather send them back unless 
they submit to a surgical operation, because 
as Dr. Crile knows, the best prognosis of 
any carcinoma is that of carcinoma of the 
larynx. We have cases that have remained 
cured for years. I shall show you one case 
of cure of seventeen years; the man just 
recently died at the age of seventy-four from 
an intercurrent disease. 

(Presentation of slides). 


These are the three types of carcinoma 
that I want to show you. This type, car- 
cinoma of the cords, will yield to a laryn- 
gotomy, that is a splitting open of the lar- 
ynx, a laryngo-fissure. We try to preserve 
the voice as much as possible. 

Here is the type in which nothing short 
of a laryngectomy can be done. It is too 
extensive to do a laryngo-fissure or laryn- 
gotomy. 

This (3rd case) has extended beyond the 
outside. These cases always have metas- 
tases. You could treat these with radium 


Crile stated,- 
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and X-ray because they are inoperable. That 
does prevent some pain, extends their lives, 
and makes them much easier, but there is 
never a cure. 


Case 1—Here is a case in which a tracheotomy 
and laryngofissure was done. You see the vast, 
extensive metastases in the neck. This is what 
was removed from the neck. This man was treated 
by diathermy, X-ray, radium, and with recur- 
rence he passed away. 


Cace 2—Here was a case of laryngotomy that 
was supposed to have been previously cured with 
radium. I cannot go into details, but he was ap- 
parently cured and sent back home to Vancouver, 
B. C. Six months later, he went to Boston where 
he was seen by a laryngologist who sent us a letter 
telling us how wonderfully the radium had cured 
this man. Six months afterwards he had a recur- 
rence with metastases in the neck above the 
larynx. We did a laryngectomy and he lived for a 
year and a half after, dying from a recurrent car- 
cinoma of the neck. 


Case 3—Here is a man on whom we operated 
seventeen years ago by laryngotomy. He died 
just the other day. Here is the specimen. It was 
localized on the cords. 

Case 4—Here is a case in which a laryngectomy 
was done by radium. This was one of the early 
cases. The man absolutely refused an operation. 
We used intensive amounts of radium on him. We 
first did a laryngo-fissure, slit open the larynx, 
buried the radium, kept it wide open and the en- 
tire larynx sloughed out, as if a laryngectomy had 
been done. His voice was gone. He had a trache- 
otomy tube. While the region of his neck was 
apparently cured, he had a mediastinal carcinoma 
that extended downward and he had a horrible 
death by choking. 

Case 5—Here is a man who recovered completely 
from his carcinoma of the larynx. I used radium 
intra-laryngeally by needles. In four or five months 
this man was completely cured of his carcinoma 
but a few weeks afterwards he had a recurrence 
on his neck and died a very horrible death in 
about six weeks after we applied radium and X-ray 
to the metastasis. 

Here is the first case we cured of a carcinoma 
wherein the patient died from the treatment. 

Case 6—This is a very interesting case. This 
man had a laryngo-fissure done in a large clinic 
in the northwest. He had a recurrence and re- 
turned to the clinic. He was told to go home and 
use a little radium. He had a carcinoma extending 
to the outside. We did a laryngectomy and he 
recovered completely, gained eighty pounds and is 
in perfect health, carrying on his usual duties. 

Case 7—Here is one of our early cases of epi- 
thelioma of the larynx. This was done by laryngo- 
fissure twelve or fifteen years ago and the man is 
still well and without recurrence. 

Case 8—I told you that every case suspected that 
does not yield to K. I. or anti-luetic treatment is 
malignant. This man had a typical carcinoma of 
the larynx clinically. I removed two specimens 
from his larynx by suspension laryngoscopy. Re- 
port of both ,was returned “non-malignant, granu- 
lation tissue.” I did not believe them. I was going 
to do a laryngo-fissure, and I exposed his larynx 
and found a large tumor. I incised it and found it 


full of pus. The man had a perichondritis with 
suppuration. He recovered and as far as I know 
he is well. 


Case 9—Here is a man who had a carcinoma of 
the larynx six years ago. We did a laryngo- 
fissure and removed the growth. He was sixty- 
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eight years old at that time and did not want a 
laryngectomy done. We removed a left sided 
typical squamous cell carcinoma. I saw him about 
three weeks ago and he is perfectly well. 


Case 10—Here is another case very much like 
the one just cited. We did a laryngo-fissure. 
The growths in both cases were small and both of 
them came to us early for diagnosis. 

Case 11—-Here was a man from Chicago, a 
printer by trade, who had a hoarseness for six 
months. He consulted one of our laryngologists 
and for three months this man was treated by the 
laryngologist who, during all this time, did not once 
look down into his larynx. The man told me that 
he had treated him locally for three months. He 
consulted another laryngologist who referred him 
to me. He had a very extensive carcinoma in 
which I did a window resection. I did not even 
slit open the larynx, but took out the thyroid car- 
tilage and removed the carcinoma. In six months 
he had a recurrence and we then did a laryngec- 
tomy. He had a great deal of trouble with the 
esophageal stricture which formed and while ap- 
parently recovering, passed away very suddenly 
from what cause, I do not know. 


I want to leave this impresion with you: 
An early diagnosis and radical surgery are 
the proper procedures. The so-called pallia- 
tive treatments including cautery, X-ray, 
radium, surgical diathermy, etc., have never, 
in our experience of twenty-five years, cured 
a case. Nothing short of extensive surgery, 
followed by radium-and X-ray if you wish, 
gives good results. 





RADIATION THERAPY IN CANCER 


HOWARD P. DOUB, M. D. 
DETROIT, MICHIGAN 


In this communication we will attempt to 
treat the subject of radiotherapy from the 
standpoint of the general clinician rather 
than from the technical point of view of the 
radiotherapeutist. It is obviously impossible 
in a paper of this kind to do more than dis- 
cuss briefly the fundamentals. This is 
written with the hope that with a better 
understanding of the uses and limitations of 
radiotherapy, the general clinician will be 
able to use it with the greatest benefit to the 
patient. 

The term radiation therapy will be re- 
stricted to the therapeutic uses of radium 
and roentgen rays as these are so closely al- 
lied and so complimentary to each other 
that the modern cancer therapeutist can ill 
afford to forego the use of one for the other. 


X-rays are emitted from a focal point 
on the target of the tube and emerge as a 
cone of rays of heterogeneous wave length. 
The penetration of X-rays is due to the 
wave length, which is dependent on the 
voltage passed through the tube, hence, in 
the so-called “Deep Therapy” one uses the 
highest voltage which the machine and tube 
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will carry economically. At the present time 
this is 200,000 volts. 


Radium rays are emitted from the element 
itself and are shot out in all directions from 
this point as heterogeneous rays similar in 
their biological effects to X-rays. A few of 
the gamma rays are more penetrating than 
any X-rays yet produced. These penetrating 
gamma rays are, however, less than 1 per 
cent of the total so that in order to utilize 
only these highly penetrating rays the 
length of time required for the treatment 
would be so great as to preclude the econ- 
omical use of radium for deep therapy in 
most cases. 


The object of radiotherapy in deep-seated 
cancer is to deliver a predetermined dose 
of as nearly as possible homogeneous rays to 
the tumor mass. The homogeneity of the 
rays is accomplished by utilizing a beam of 
X-rays from a high voltage X-ray machine, 
or the rays from radium, projected through 
appropriate metallic filters, which eliminate 
the softer less penetrating rays. The inten- 
sity of the radiation throughout the tissues 
is also made more nearly uniform by in- 
creasing the distance between the source of 
the rays and the surface of the skin. The 
distance is an important factor as the inten- 
sity of the rays varies inversely as the square 
of the distance. Thus doubling the distance 
will divide the effect by four. Increasing 
the distance, therefore, necessitates a much 
greater length of time to give the desired 
intensity but the tremendous output of the 
new water-cooled tube has solved this seri- 
ous problem. 


The standard of dosage employed in the 
past has been the quantity of radiation re- 
quired to produce an erythema of the skin. 
This standard is in some ways unsatisfac- 
tory because there are varying degrees of 
erythema; what one calls an ervthema may 
be far beyond the mild erythema standard 
as used by another. Seitz and Wintz have 
described their erythema dose as one which 
causes a slight reddening on the day follow- 
ing the treatment and which increases in in- 
tensity until the eighth day. There is a 
slight bronzing at three weeks and a deep 
brown discoloration at seven weeks. Kroe- 
nig and Friedrich produce a full degree ery- 
thema almost to vesiculation. Many prefer 
to use a milder degree of erythema as a 
basis for their biological unit so that no per- 
manent damage will be done to the skin, the 
presence of which would preclude further 
radiation over this area. The method widely 
used at the present time is to have the out- 
put of the individual machine and tube care- 
fully calibrated by a competent physicist 
who then makes up depth dosage charts by 








3 
y 


MARCH, 1926 


which one can measure the percentage of 
radiation reaching the tissues at any desired 
depth, figuring the skin as receiving 100 per 
cent of an erythema dose. By reconstruct- 
ing cross-sections of the body from measure- 
ments made upon the patient and drawing 
in the normal organs and malignant tissue 
one can usually deliver accurately measured 
radiation to deep-seated cancer. This is 
accomplished by using various portals of en- 
try with the beam of rays directed always 
toward the tumor tissue. These dosage 
charts are important also in guarding 
against overdosage on normal organs. 

In choosing between radium and X-rays 
as the therapeutic agent one should consider 
briefly the action of each: Radium for econ- 
omic reasons is usually applied in contact 
with or at most several centimeters away 
from the growth so that its action is mostly 
local with a rapid diminution of intensity in 
the depths of the tumor. This is of advan- 
tage in many superficial growths and those 
occurring near vital organs. X-rays are us- 
ually applied at distances of from 20 to 80 
cm. and therefore by the law of dispersion, 
or inverse square law, a much more uniform 
degree of radiation is received. Cases may 
be divided into several groups according to 
the location and accessibility of the growth. 

(1) Where an intense local action only 
is desired, radium is the agent of choice. 

(2) Where a uniform deep radiation is 
desired, deep X-ray therapy should be em- 
ployed. 

(3) For cancer readily accessible to 
radiation from the cavities of the body and 
also from the exterior, such as cancer of the 
uterus, rectum, mouth, throat, etc., radium 
should be employed locally and X-ray ther- 
apy externally to produce uniform radiation 
of the tumor and surrounding tissues. 


UNTOWARD EFFECTS 


Since the advent of deep therapy, using 
high voltage and copper filtration of the 
rays, an increasing number of reports of 
untoward effects have been appearing in 
the literature. The first lung changes are 
reported by Groover, Christie and Merritt 
in 1921 and later in 1923'. It is now known 
that excessive dosage over large areas of the 
chest is followed by infiltration with edema 
and congestion of the lung, which may later 
show evidence of fibrosis and even atelec- 
tasis. This infiltration also lessens the re- 


sistance of the tissues making it unsafe to 
repeat the radiation over these areas. 

A number of cases have been reported in 
which abdominal injuries have occurred fol- 
lowing large doses of deep therapy. The 
bowel is rather sensitive to radiation and in 
cases of excessive dosage to experimental 
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animals the bowel shows destruction of the 
lymphoid tissue with ulceration of Peyer’s 
patches. There is also some destruction of 
the mucosa and the lumen contains blood 
and mucous. In the chronic stage the bowel 
is contracted with thickened fibrotic walls. 

Case and Warthin? have recently reported 
three cases of degenerative changes in the 
liver after irradiation over this area. This 
injury was shown by well marked changes 
in the epithelium of the medium and smaller 
sized bile ducts. There was also some evi- 
dence of injury to the liver cells at the peri- 
phery of the lobules although the liver cells 
appear to be more radioresistant than the 
bile duct epithelium. 

Sometimes in treating the cervical region 
there occurs a temporary pharyngitis or 
laryngitis which usually disappears within a 
few weeks. Occasionally there is also a tem- 
porary aphonia associated with these. In 
pelvic cases, vaginitis, proctitis, and cystitis 
are a frequent accompaniment of heavy ir- 
radiation. 

The recent tendency has been toward a 
reduction in dosage so as to avoid these un- 
desirable results. One must always regulate 
the dosage of radiation to the tumor to such 
an extent as to preserve the integrity of the 
normal organs. Many types of tumors are 
so radioresistant as to require dosage very 
near the threshold of tolerance to the normal 
structures so that it is an absolute necessity 
to have the output of the machine calibrated 
so that the depth dosage may be accurately 
measured. 


EFFECT ON NORMAL STRUCTURES 


The following table by Hirsch*® illustrates 
the relative sensitivity of the normal tissues 
of the body to radiation of medium hardness. 
(The sensitivity coefficients of normal tis- 
sues are given as arbitrary values assuming’ 
that of the skin to be 1). 


Leucocytes: 

2.5 Lymphocytes. 

2.4 Polynuclears. 
Germinal Cells: 

2.3 Ovarian (Mature Graafian Follicle). 

2.2 Testicular (Spermatozoa). 
Blood Forming Organs: 

2.1 Spleen. 

2.0 Lymphatic tissue. 

1.9 Bone marrow. 
Endocrines: 

1.8 Thymus. 

1.7 Thyroid. 

1.6 Adrenal Hypophysis. 
Blood Vessels: 

1.5 Intima. 

Dermal Structures: 

1.4 Hair Papillae. 
Sweat glands. 
Sebaceous glands. 
Mucous membrane. 
Skin. 

Serous membranes. 


a 
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Viscera: 
.8 Intestine. 
7 Liver. 
Pancreas. 
.6 Uterus. 
Kidney. 
Connective Tissue: 
.5 Fibrous tissue (vascular). 
.4 Muscle. 
Fibro cartilage. 
‘3 Bone. 
.2 Nerve tissue. 
1 Fat. 


EFFECT ON CANCER TISSUE 


Malignant tissues vary in their sensitivity 
to radiation but in practically all types of 
tumor tissue the cells are more radiosensi- 
tive than are the normal cells of the body. 
If this were not the case no cancer could 
ever be destroyed without irreparable dam- 
age to that part of the body acting as the 
host. The reasons for this are described by 
Loeb* as follows: (1) Cancer cells are di- 
viding rapidly. (2) They are dividing rap- 
idly under abnormal conditions, as demon- 
strated by irregularities in the cell divisions 
and irregularity in arrangement and char- 
acter of cells. (3) The rapid cell multipli- 
cation prevents or retards the production of 
protective structures in the tumor. 

It would appear that it is the nucleus of 
the cell that is primarily injured by radiation 
therapy although the general opinion is not 
altogether settled in regard to this point. It 
is known, for example, that mitotic nuclei 
are extremely sensitive and that cells in this 
stage are rapidly destroyed. The microscopic 
changes indicate a very definite involvement 
of the cytoplasm also, so that in all probabil- 
ity there is some general effect on the cell 
as a whole but with a more selective action 
on the nucleus. Ewing® describes the micro- 
scopical changes as follows. “They consist 
of swelling, hyperchromatism, vacuolar de- 
generation and solution or fragmentation of 
nuclei, hydropic swelling, vacuolation and 
solution of the cytoplasm.” The changes 
in the surrounding stroma are described as 
hyperemia, with serous exudation and leu- 
cocytic infiltration together with the growth 
of new capillaries which may play a part 
in the removal of tumor cells. The whole 
process seems to be one of autolytic degen- 
eration. Ewing further states that, “the ser- 
ies of changes occurring under these and in 
more severe forms of radium reaction, taken 
as a whole, are not duplicated under any 
other conditions and indicate a specific se- 
lective action of radium upon tumor cells.” 

There is also the indirect effect on the 
cancer cell due to the reaction of the sur- 
rounding tissues as shown by Murphy*. He 
irradiated one groin of a mouse and then 
inoculated this area intracutaneously with a 
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highly malignant tumor with almost com- 
plete absence of growth in these areas while 
the control in the other groin grew with 
usual vigor. In another experiment similar 
to the first, except that the tumor was inocu- 
lated under instead of into the skin, no dif- 
ference in the rate of growth could be seen 
on either side making it appear that the 
treatment conferred a local immunity to 
the skin only. Microscopic examination 
showed in the radiated areas a marked !ocal 
cellular reaction confined to the skin and ab- 
sent in the subcutaneous tissues. Another 
point was that the cancer cells in the radi- 
ated areas showed a series of degenerative 
changes identical with those seen following 
direct radiotherapy and which is generally 
interpreted as proof of the direct action of 
the roentgen ray on the cells. 


Thus it can be. seen that there are two 
distinct schools of workers. One asserting 
that the action is a direct one on the cell 
itself, and the other attempting to show 
that the action is an indirect one acting on 
the surrounding tissues and stimulating 
these to destroy the cancer by creating an 
unsuitable environment for life and growth. 


Much has been said of the carcinoma dose 
and sarcoma dose, especially by the German 
school. Time has demonstrated, however, 
that the sensitiveness of the various kinds of 
carcinoma and sarcoma varies greatly. Even 
the same type of tumor may vary greatly 
in different individuals. Loeb’ has grouped 
these tumors in a tentative way according to 
their radiosensitiveness. (1) Tumors com- 
posed of actively dividing cells which are 
devoid of paraplastic structures are most 
sensitive to radiation. Thus, lymphosarcoma 
is very radiosensitive as are also lympho- 
cytes. (2) Tumors composed of cells which 
are essentially protoplasmic material with 
embedded nuclei are also sensitive, even if 
the cells are not rapidly multiplying, as for 
example basal cell carcinoma. (3) Tumors 
tending to produce paraplastic structures 
are more resistant, even though they may 
show a certain degree of proliferative activ- 
ity, e. g. squamous cell carcinoma and fibro- 
sarcoma. (4) Resting tumors with much 
paraplastic substances may be very resis- 
tant e. g. fibromata. 

It is possible, however, that other factors 
may enter into the matter of resistance to 
radiation, such as individual resistance o! 
the cells and decreased immunity by the 
host against the tumor as for example lym- 
phocytic infiltration the presence of which 
would seem to be an important factor. 

From experimental and clinical evidenc« 
it has heen shown that it is impossible tv 
kill every carcinoma cell in the field by d 
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rect radiation to the cell. In cases where 
clinical cures have existed for many years 
biopsy has shown carcinoma cells, appar- 
ently viable, embedded in fibrous tissue. 
Therefore it would appear to be of prime 
importance to conserve in every way the 
general resistance of the body. What we 
endeavor to do by radiation, therefore, is to 
use such a dosage as to lessen the vitality 
of the malignant cells and at the same time 
stimulate the indirect or connective tissue 
reaction. If too great dosage is used not 
only are the local tissues .devitalized but 
the toxins also break down the general re- 
sistance of the patient. If too small dosage 
is employed the cancer cells are not only 
unaffected but the resistance of the organ- 
ism is not stimulated to a degree where it 
can cope with the malignant cells. 


CONSTITUTIONAL EFFECT OF RADIATION 


Following large doses of deep X-ray 
therapy many patients show evidence of a 
marked constitutional reaction manifested 
by general malaise, nausea, vomiting, sal- 
ivation and sometimes by chills and fever. 
In a series of a 150 cases 60 per cent showed 
some evidence of this reaction. This usually 
begins within an hour or two after the treat- 
ment and lasts from several hours to several 
days. This acute reaction is not dangerous 
to life but is so disagreeable in some cases 
as to unduly prolong the treatment. 

Many theories have been put forth as to 


the possible cause of this continuous re-* 


action. One of the most popular of these 
has attributed the cause to inhalation of 
ozone or ozone in combination with other 
noxious gases. That this can be a factor in 
many cases is undoubted, but in our instal- 
lation we have completely eliminated this 
factor with no appreciable difference result- 
ing. Possibly the next most important 
theory was that acidosis was the cause of 
this reaction. On this theory was found the 
popular alkaline treatment by sodium bi- 
carbonate. 

Our clinic’ has recently been studying 
these acute reactions experimentally and 
clinically and has reached the conclusions 
that the immediate action of the rays is on 
the nucleus, of the cell and that the toxic 
decomposition products act as strong bases 
causing an alkalosis and acting like mono- 
valent salts as sodium bicarbonate and so- 
dium citrate on all the cells of the body. We 
have found a distinct alkalosis not only as 
represented by the pH of the blood but also 
in the tissues themselves as shown by the 
use of indicators within the tissues. We 
have also found no elevation of the basal 
metabolism but rather a tendency toward 
the lowering of this. 
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In the treatment of this reaction we have 
suggested the use of calcium for its protec- 
tive action in decreasing the permeability 
of the cell membrane. We have also found 
that morphine used prophylactically pre- 
vented these reactions in many cases and 
have suggested its use in a few of the more 
severe cases. 


There is also a very definite effect pro- 
duced on the blood cells. This is most 
marked in the case of the lymphocytes and 
the effect can be seen within an hour of the 
beginning of irradiation. These do not 
fully recover for several weeks. The poly- 
morphonuclears are also affected but some- 
what more slowly. This, together with the 
rapid lymphocytic destruction causes an 
apparent hyperpolynucleosis which is seen a 
few hours after irradiation. This is followed 
by a leucopenia which may persist from six 
to eight weeks. The erythrocytes are not 
affected in the same degree and seem to 
show considerable resistance to radiation. 
The structures producing red blood cells are 
affected, but as these cells remain in the 
circulation for thirty days and as the mye- 
loid tissues begin to regenerate in a few 
days the red cells are not so much affected. 
The blood platelets appear to be slightly de- 
creased. 

GENERAL CONSIDERATIONS 


In selecting cases for radiotherapy it has 


- been the custom in the past to choose those 


cases which were beyond any hope of cure 
or the few who refused surgery, and it is 
owing to the remarkable palliative results 
obtained in many of these hopeless cases 
that radiotherapy has attained the position 
it holds today. 

It is still a mooted question as to whether 
one should use radiotherapy preoperatively, 
postoperatively, or alone. We feel that this 
question must be decided not only for every 
type of cancer but also for every case. It 
is obvious, however, that cases showing evi- 
dence of extensive matastases can have no 
hope of a surgical cure and that radiother- 
apy offers the only agency whereby pallia- 
tion can be achieved. In cases where the 
growth is localized, with no clinical evi- 
dence of metastases, a consultation of a sur- 
geon and radiotherapeutist should be car- 
ried out and the future course of treatment 
planned after considering all angles of the 
case. 

We believe that in those cases where it is 
decided to use radiotherapy in combination 
with surgery a treatment should be given 
preoperatively over the growth, for the 
direct action on the cancer cells, and over 
the regional gland areas for the indirect 
action on these tissues in stimulating the 
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protective reaction to combat any cells that 
may metastasize. If this dosage is not ex- 
cessive the patient may then be operated 
within the next four days without danger of 
delay in healing of the wound. Post-oper- 
ative radiotherapy should then be carried 
out after an appropriate interval. If recur- 
rence occurs following this, one can hope for 
only a palliative result in most cases. In 
certain types of cases which are readily ac- 
cessible from the exterior, such as carcinoma 
of the cervix, it is advisable to use radium as 
the pre-operative therapeutic agent and then 
later cover the gland bearing area with 
deep roentgenotherapy. 


In choosing patients for radiotherapy one 
should bear in mind certain clinical consid- 
erations much the same as in choosing cases 
for ‘operation. In the first place very ca- 
chetic patients are a poor risk and in many 
cases large doses of deep therapy may ac- 
tually shorten life. If a decision is made to 
use radiotherapy, blood transfusion should 
be resorted to and the treatment should be 
spread over as many days as possible. These 
cases, however, seldom show results com- 
mensurate with the discomforts involved. 
Patients with persistent pain in cancerous 
areas as a rule do badly and too much hope 
of ultimate cure should not be entertained. 
Radiotherapy, however, will sometimes re- 
lieve pain if due to metastases, such as pelvic 
metastases from prostatic carcinoma. Where 
infection is a complicating factor cancer 
should be treated very cautiously, especially 
in the matter of embedding radium. 

In the preparation of a patient for deep 
roentgenotherapy one should regard it with 
the same seriousness as if the patient were 
to undergo a major operation. Treatment 
should not be undertaken without a thor- 
ough examination, including films of the 
chest for metastases. The blood should be 
studied and if necessary hemotherapy should 
be instituted. The excretory functions 
should be kept active and a bland diet pre- 
scribed. 

Following the course of radiotherapy the 
patient should be treated symptomatically. 
He should be instructed to avoid applying 
any irritants to the skin of the irradiated 
area. If erythema develops this should be 
treated with a zinc oxide lotion. The bowels 
should be kept open and above all rest 
should be insisted upon as the body is en- 
cumbered not only with the toxic products 
from the broken down cells, but also with 
blood containing a lowered cellular content. 

Lymphosarcoma—-It is in this class of tu- 
mors that radiation therapy produces some 
of its best results. These growths are being 
recognized as coming exclusively under the 
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domain of the radiotherapeutist as the local 
lesions are in mose instances manifestations 
of a generalized disease in which surgery 
can at best remove only a portion of the 
pathology present. In addition these neo- 
plasms are composed of lymphocytic cells 


‘which are the most radiosensitive of all the 


cells of the body so that many of these cases 
show excellent primary results. In cases 
of early localized lesions a number have been 
reported in which there has been no recur- 
rence but the great majority later show re- 
currences in other parts of the body. These 
recurrent cases usually respond to therapy, 
however, and may live for a number of years. 
Striking results are often obtained in cases 
of mediastinal lesions which frequently re- 
gress to normal, at least temporarily, with 
a corresponding improvement in the symp- 
toms and general condition of the patient. 

Cancer of the Skin—Basal cell epithelio- 
tnata are very susceptible to radiation and 
because a local caustic effect is desired 
radium is usually the agent of choice. These 
tumors seldom, if ever, metastasize so that 
treatment of the regional lymph _ bearing 
areas 1s not necessary. Squamous cell epi- 
theliomata present an entirely different 
problem owing to the frequency with which 
they metastasize. If these are treated with 
radium the dosage should be of sufficient 
strength to destroy the growth in the short- 
est possible time. This treatment should be 
supplemented by X-ray therapy over the 
regional areas where metastasis is most 
likely to occur, If the epithelioma is re- 
moved surgically it is advisable to radiate 
thoroughly this area and the surrounding 
areas post-operatively, and if possible pre- 
operatively. 

Radiation therapy in skin cancer gives a 
very good cosmetic appearance, in most 
cases only a small scar resulting. In addi- 
tion the patient is able to proceed with his 
usual duties with only a slight inconveni- 
ence. If bone or cartilage is involved it is 
well to have this removed by surgery, es- 
pecially by one of the electrothermic meth- 
ods. 


Epitheliomata of the tongue and buccal 
mucosa do not give as favorable a prognosis 
but when the surgical results are considered 
we believe it justifiable to employ radium in 
many of these cases. If surgery is employed. 
pre-operative and post-operative radiation 
should be carried out. 

Cancer of the Alimentary Tract—In can- 
cer of the esophagus, radiation is the method 
of choice although these cases are seldom 
cured. Palliation is obtained in a fair per- 


centage of these sufferers, especially notice- 
able in improvement of deglutition. Radium 








MARCH, 1926 


is employed as a local agent within the 
esophagus and X-rays externally, crossfiring 
through the chest. 


Cancer of the stomach should be operated 
if the X-ray examination shows it to be a 
resectable growth or one near the border- 
line. If the growth is resected X-ray ther- 
apy should be given over this area. If me- 
tastasis has already taken place it will be 
found useless to use radiotherapy in most 
cases, as the surrounding organs are of such 
radiosensitivity that they do not tolerate 
well the amount of radiation which is neces- 
sary to destroy the cancer. We advise 
against treating far advanced cases, especi- 
ally those showing evidence of obstruction. 
We believe that heavy radiation in these 
cases may hasten death. 


Cancer of the colon has a considerable 
percentage of surgical cures so that when- 
ever possible we prefer complete excision 
of the tumor followed by deep X-ray ther- 
apy. In cancer of the rectum we have a 
neoplasm accessible to radium therapy from 
the interior. For sometime we have been 
treating operable growths in this area by a 
preliminary colostomy followed: by thor- 
ough local radium treatment. Some weeks 
later a surgical resection is done and this is 
in turn followed by deep X-ray therapy cov- 
ering the entire pelvis by the crossfire 
method. Our results by this combined 
method of treatment have so far seemed 
better than previous single methods. 

Cancer of the Breast—The surgical statis- 
tics in primary operable cancer of the breast 
indicate that these cases should be operated 
as soon as possible. The type of operation 
in this group cannot be discussed in this 
paper, but we feel that in those cases pre- 
senting metastases to the regional lym- 
phatics, especially to the supraclavicular re- 
gion, that the interests of the patient are 
promoted by doing a local removal of the 
breast and depending on radiation therapy 
to destroy the metastases. In all cases of 
cancer of the breast a careful roentgeno- 
graphic examination of the chest should be 
made to determine the presence of metas- 
tases. This alone will often decide the type 
of therapy. 

In the definitely surgical group we prefer 
to give one pre-operative treatment to the 
breast and surrounding lymphatic chains. 
The purpose of this is twofold; to obliterate, 
as far as possible, the lymphatic channels 
thus preventing direct extension through 
these, and to affect directly the cancer cells 
of the primary tumor and possible ‘metas- 
tatic extensions. This will not delay the 
operation appreciably if the dosage has not 
been excessive. As soon as the skin will 
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tolerate it another course of deep X-ray 
therapy should be given over the lymphatic 
drainage areas. Examination of the speci- 
men at operation, in cases treated by this 
technic, will reveal definite degenerative 
changes in the malignant cells and a partial 
replacement of the cells by fibrous tissue. 


Cancer of the Pelvic Organs—In cancer 
of the cervix, radiation therapy has been 
making rapid progress. A large percentage 
of these cases are already beyond the hope 
of surgical cure when the patient is first 
seen and in these inoperable cases an aston- 
ishing amount of alleviation can be accom- 
plished by irradiation. In these advanced 
cases we advise local radium therapy to the 
cervix and deep X-ray therapy covering the 
entire pelvis, crossfiring from four portals 
of entry and carefully measuring the depth 
dosage by means of charts as mentioned 
previously. It is our aim here to arrest 
the bleeding and discharge, to inhibit the 
extension of the tumor and destroy as much 
as possible of the cancer tissue, and to pro- 
mote the formation of fibrous tissue with 
resultant occlusion of the blood vessels. 
This will tend to isolate the remaining 
malignant cells and give the ‘patient the 
greatest prolongation of life and well being. 


In the definitely operable cases there is 
not a crystallization of opinion regarding the 
best method of treatment. Some surgeons 
prefer surgery only; others are using radium 
only; and still others a combination of 
radium therapy and surgery. Our own ex- 
perience has led us to recommend local 
radium treatment to the tumor in an attempt 
to destroy as much of the neoplastic tissue 
as possible and to follow this up in approx- 
imately one month by hysterectomy. As 
soon after cperation as the patient’s condi- 
tion will permit she is given deep X-ray 
therapy through the pelvis and this is usu- 
ally repeated in about two months. 


Prostatic cancer, because of the difficulty 
of early diagnosis and the frequency with 
which early metastasis takes place, does not 
give a high percentage of cures by any 
method. If radiation therapy is employed 
radium needles, containing either the ele- 
ment or emanation, should be implanted di- 
rectly into the prostate covering the in- 
volved area. Additional local radium therapy 
may be given through the rectum and ure- 
thra although the dose must necessarily be 
small in order not to injure the mucosa of 
these structures. Deep X-ray therapy 


should be employed through the pelvis to 
supplement the local action of radium. In 
those cases with metastases to the pelvis and 
spine deep X-ray therapy will often do much 
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toward alleviating the severe pain incident 
to these metastases. 

Cancer of the bladder should be treated 
by direct implantation of radium into the 
base of the tumor and surrounding struc- 
tures. This should be done preferably 
through a cystotomy opening and should be 
supplemented by deep X-ray therapy cov- 
ering the entire pelvis. 

In the aforegoing paragraphs we have at- 
tempted to indicate briefly some of our own 
and others’ experience in the treatment of a 
few of the commoner malignant lesions. We 
have necessarily had to be didactic in most 
instances without going into details con- 
cerning the underlying principles involved. 
Radiation therapy has largely passed the 
experimental stage and the results of its 
action on the various normal and patholo- 
gical tissues are fairly accurately known. 
The success displayed by radiation therapy 
in alleviation of hopeless cases has gradually 
brought some of the early cases of cancer 
for treatment. The results in these cases 
now being reported from the various clinics 
bids fair to establish this as the accepted 
form of treatment in certain conditions and 
as a major help to surgery in most other 
malignant lesions. The fact that this is 
bloodless and has practically no resultant 
death rate has done much toward making 
the popular mind receptive to this form of 
treatment and will undoubtedly cause more 
people to seek aid earlier in the course of 
the disease. In this one thing it cannot help 
but be a potent aid in the lowering of the 
death rate of cancer. 
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POST-OPERATIVE PULMONARY 
COMPLICATIONS—A STUDY 
OF A SERIES OF CASES 


EMIL D. ROTHMAN, M. D. 
DETROIT, MICHIGAN 


The study of post-operative pulmonary 
complications presents a great deal of diffi- 
culty. To arrive at conclusions of any defin- 
ite value, it is necessary to go through hos- 
pital records carefully; records compiled by 
a great many different men, whose ideas of 
pneumonia, for example, differ. A temper- 
ature elevation for two or three days ac- 
companied by a productive cough, rapid 
pulse and respiration with, perhaps a slight 
dullness over a lung area, is considered 
bronchitis by some men, whereas others 
would call it an early pneumonia. Also, 
only a very few of the more minor ailments 
like bronchitis or coryza are ever mentioned 
in post-operative notes. Such obstacles to a 
complete analysis of the subject were en- 
countered in the preparation of this paper. 

A particularly large number of pulmonary 
complications during the winter of 1924-1925 
prompted me to attempt to find their cause, 
and, if possible, the remedy. Accordingly, 
2,728 operative cases at the Highland Park 
General Hospital since January, 1923, were 
reviewed. In order to overcome the obsta- 
cles above mentioned, 328 of these cases, 
operated by Dr. B. Friedlander and myself 
during this period, in the same hospital and 
under precisely the same conditions were 
critically studied. I have always attempted 
to check up very carefully the lung condition 
of the patients before and after operation, 
and have recorded as faithfully as possible 
all post-operative changes. I felt, there- 
fore, that our results should be typical of all 
those in the hospital, representing a fair 
average for comparison. 

An exhaustive review of the literature 
showed comparatively little on the subject 
in the American and English, but consider- 
able in the German works. Cutler and Hunt* 
in 1920 have summed up the subject very 
completely, and only a brief resume of the 
outstanding points will be considered here. 
It is interesting to note that each succeed- 
ing student of the subject gives higher per- 
centages of complications than his prede- 
cessor. This is due to a more careful survey 
of the cases rather than to a higher morhid- 
ity. Thus Schultze? in -1898 reports 0.38 


per cent of pneumonia in 5724 anesthetics 
at Presbyterian Hospital, N. Y., whereas 
Whipple* observed 2.2 per cent pneumonia 
in the same hospital in 1913-14 and 2.6 per 
cent in 1915-16. Likewise Cutler and Mor- 
ton® in 1916 observed at Massachusetts Gen- 
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eral Hospital only 1.86 per cent of total post 
operative pulmonary complications, while 
in 1920, they report 3.25 per cent. 

All the reports indicate that post-oper- 
ative pulmonary complications are not de- 
pendent on the anesthesia alone. Henle’, 
for example, finds these complications as 
common following local as general anes- 
thesia. 

In averaging the statistics of all the writ- 
ers, particularly Beckman of the Mayo 
Clinic, Ranzi, Armstrong, Otte, Pfannen- 
steil, von Lichtenberg, Booth, Burnham, 
Laewen, Whipple, Cutler and Hunt, Kroen- 
lein, Bibergeil, Kausch, Kuemmel, Czerny, 
Gebele, Henle, and Wolff, several interest- 
ing details are noted: 


There is in all general surgery, under all 
conditions an average post-operative pul- 
monary morbidity of 2.12 per cent, of which 
group 25.2 per cent die. This means that 
one in every EJ operative cases developes a pul- 
monary complication and one in every BJJ dies. 
These figures, while startling, are consistently 
borne out. 


Of all operated cases 1.12 per cent develop 
a pneumonia and 46 per cent of these die. 
Wipple has shown that these pneumonias 
are usually of the Group IV type, the or- 
ganism of which Stillmann’ has proved to 
be a common resident in the human mouth. 
This, then, shows that the organism itself 
is not the sole cause of the pneumonia. 


In laparotomies, the incidence of post- 
operative complications is approximately 
four times that of the general surgical cases. 
Thus we see about 4.5 per cent morbidity 
in this group for pneumonia alone. This is 
due to several factors: first, the presence of 
active infection in the operative field, drain- 
ing through the lymphatics to the lungs, as 
shown by Bibergeil® and Kelling®; second, to 
the hypostasis due to the rest after operation 
in a recumbent position, preventing free ex- 
cursions of the diaphragm and resulting in 
diminished pulmonary movement and its 
concommitent congestion; third, to the 
formation and liberation of small thrombi 
from the operative field, causing embolism 
and infarction in the lungs; and fourth, as 
suggested by Armstrong’, the effect of 
chilling on the exposed surfaces of the ab- 
dominal organs. 

In upper abdominal operations the mor- 
bidity is 8 per cent. Sabin™ shows the ease 
with which lymph channels can transfer sep- 
sis and emboli from the epigastrium to the 
lungs, and Cutler and Hunt believe that 
thrombi occur in both veins and lymphatics 
in the operative field and that the greatest 
etiological factor in pneumonia is the trans- 
mission of such emboli to the lungs. Of 
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course, the frank cases of pulmonary embol- 
ism are seen occasionally and recognized 
promptly, as they are almost always fatal. 
Ranzi, Kelly and Wilson have agreed that 
these cases are due to sepsis and vascular 
trauma. The condition occurs about once in 
every 600 cases. 

Pleurisy,according to Burnham™;, occurs 
about once in 200 cases, and is rarely fatal, 
whereas empyema is very rare (about 0.05 
per cent) and is almost always fatal. All 
the empyemas in this series followed opera- 
tions for either local or general peritonitis. 
This shows again the great role that sepsis 
plays in the etiology of post-operative pul- 
monary conditions. 

The term “ether pneumonia” is, therefore, 
a misnomer. Of course, carelessly admin- 
istered anesthetics, where the patient is 
drowned in ether, or is so lightly anes- 
thetized that he vomits and aspirates the 
fluid, should not be considered in any ac- 
curate study of the subject. 


Friedlander“ has shown by means of the 
Sedimentation Test that the anesthetic itself 
causes no definite inflammatory change in 
the lungs, and agrees with other observers, 
that sepsis, embolism, operative trauma, and 
pre-existing respiratory infection are the 
main causes for post-operative pulmonary 
complications. 

We have found in our studies that the 
winter months are particularly rich in these 
complications, and more especially the 
season of the year when the ‘influenza epi- 
demics are prevalent. I believe that at such 
times everyone carries with him the latent 
infective organism which is stimulated by 
the other factors mentioned, and even by 
the anesthetic itself or the shock of the op- 
eration to activity, causing post-operative 
coryza, bronchitis and pneumonia. 

Our material covers 2,400 general surgical 
cases operated by other surgeons, and 328 
of our own. Nose and throat cases were ex- 
cluded, because, in the vast majority of in- 
stances, their residence in the hospital was 
too short for the development of pulmonary 
complications. Such conditions, if they do 
occur, are found at home and not recorded 
in the hospital records. 1842 of such cases 
were in the group, with only 3 recorded 
complications, 2 acute bronchitis and one 
broncho-pneumonia. This percentage is, 
of course, far out of proportion to the actual 
morbidity. 


Obstetrical cases were also omitted from 
consideration because of the irregularity in 
the anesthetics, and other differences from 
surgical cases. Of approximately 1,500 cases 
delivered, 8 complications are recorded: 2 
lobar pneumonias with 1 death, 2 broncho- 
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pneumonias with no deaths, 2 acute bron- 
chitis with no deaths, and 2 pulmonary em- 
bolism with 2 deaths. There is no avaliable 
literature to compare these figures with, but 
the total percentage, 0.5 per cent, seems 
rather low. 

In the 2,400 cases, then, only 20 complica- 
tions are recorded in the diagnosis cards, or 
0.83 per cent morbidity as compared with 
Cutler and Hunt’s series with a morbidity 
of 3.52 per cent. The total mortality was 
7, or 0.29 per cent as compared with 0.7 per 
cent in their series. The mortality per- 
centage of morbidity, however, was 35 per 
cent as contrasted with 20 per cent in that 
group. It is very evident, therefore, that 
these records must be faulty. Either that, 
or the mortality here in this series is entirely 
too great. 


In order, therefore, as I said before, to 
check up on these records, I went carefully 
through 328 of our own charts for this per- 
iod. Although I had recorded only 9 post- 
operative complications on the diagnosis 
cross indexes, I found by careful study that 
our actual morbidity was 45, or five times as 
great. Applying these figures to the total 
group of cases the morbidity percentage 
would be 4.15 per cent, and the mortality 
percent of morbidity only 14 per cent, fig- 
ures which compare far more accurately 
with other observers averages. 

Our total morbidity is 13.7 per cent, four 
times as high as Cutler and Hunt’s series. 
However, I believe that I have been far 
more accurate than it was possible for them 
to be, as all the patients in my group were 
our own, examined by us and recorded by 
us daily from the time of admission until 
their discharge. All other series tabulated 
were the combined patients of various sur- 
geons. 

Two of our patients died of pulmonary 
complication, or the mortality was 0.61 per 
cent, compared to 0.75 per cent in Cutler and 
Hunt’s series. 

Of the 45 complications 19 were pneu- 
monias, 4 lobar and 15 broncho.. Both fa- 
talities were due to lobar pneumonia. 
Twenty patients, or 44 per cent developed 
bronchitis, and the remaining 6 had phar- 
yngitis, laryngitis, or rhinitis, the typical in- 
fluenza syndrome. One of the broncho- 
pneumonia patients also developed an empyema. 


LOBAR PNEUMONIA 


Four cases, or 8.8 per cent of the total 
group of pulmonary complications devel- 
oped lobar pneumonia, as against 15, or 
33 1/3 per cent broncho pneumonia. The 
morbidity for lobar pneumonia, therefore, 
is only 1.2 per cent as compared with 4.5 
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per cent for broncho pneumonia, showing 
that the organisms producing the latter dis- 
ease are far more common in the respira- 
tory tract than those of lobar pneumonia. Two, 
or 50 per cent of the lobar pneumonias died. 
One was a girl of 16, operated for bilateral 
ovarian cysts who later developed a general per- 
itonitis. Her temperature rose on the second day 
and there was dullness in the left lung. She died 
the seventh day. Infection in the operative field 
appears to have played an active role inthis case. 
The other death occurred in a woman of 60, op- 
erated for procidentia uteria with excellent re- 
sults. It was extremely difficult to get her 
out of bed or to change her position in bed. 
Although the operative site was well healed, 
she wished to stay in the hospital until she 
felt stronger and on the 17th day she de- 
veloped a right lower lobar pneumonia, of 
which she died 12 days later. Hypostasis 
of the lungs seems to be responsible for this 
death. 


The other two cases were milder. One, a boy 
of 20 was operated for acute gangrenous ap- 
pendicitis. A slight cough developed the 
day after operation and his temperature rose 
to 101. The second day left lower dullness 
was present. On the sixth day the temper- 
ature fell by crisis and the patient was dis- 
charged well the 12th day. Here we see 
again the relation of an acute infection in 
the operative field to the development of 
pneumonia. The fourth patient was a 
woman of 35, who showed before the oper- 
ation a few piping rales in both apices, and 
evidences of an old T. B. in both lungs. She 
was operated for a chronic endocervicitis 
and cystocele, a Sturmdorf trachelopasty 
and perineorrhaphy being done. The third 
day she commenced to cough. On the fifth 
day her temperature was 101, and signs 
of consolidation in the lower right lung were 
obtained. On the 7th day her temperature 
ranged between 102-104. T. B. bacilli were 
found in the sputum, and a bilateral tuber- 
culous lobar pneumonia was present. The 
patient’s temperature dropped slowly and on 
the 15th day she was discharged. At this 
time she had a typical T. B. temperature. 
She was later sent to Herman Kiefer Hos- 
pital, where she is now recovering nicely. 


The etiology of these four cases, is, there- 
fore, apparent. In two, an active septi- 
cemia was present in the operative field. 
One had an active tuberculous infection, and 
the fourth was an aged patient who persisted 
in remaining stationary in bed instead of 
moving about to permit freer lung ex- 
cursion. 

BRONCHO PNEUMONIA 


Of the 15 cases of broncho pneumonia 
the etiology of five is apparent. One patient 
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had a ruptured ectopic and was pulseless on 
admission. On the fourth day her temper- 
ature rose to 103.4° and fell by lysis by the 
llth day. On the 12th day another pneu- 
monia developed on the opposite side fol- 
lowed by a pleural effusion and later an 
empyema. She was discharged on the 23rd 
day with a slight afternoon rise of temper- 
ature which cleared up in about three weeks. 
This patient’s peritoneum was exposed to 
a large amount of blood, which, of course, 
acts as a foreign protein. 


One patient had an acute appendicitis. She 
developed a mild confluent broncho pneu- 
monia with a fall by crisis on the 4th day. 
Another case was admitted with a slight 
cough, and developed a mild pneumonia 
which persisted for six days. She was dis- 
charged the 8th day. 


The 4th case was a rupture of the right 
kidney and diaphragm with fractures of the 
11th and 12th ribs on that side. He de- 
veloped a pneumonia in 24 hours after the 
emergency operation, but it cleared up en- 
tirely by the 14th@day. Here, of course, 
we have direct injury to the thorax and 
lungs. The 5th case was an attempted sui- 
cide. The larynx and esophagus had been 
cut open and a tracheotomy was done. The 
patient inspired considerable mucus and de- 
veloped a pneumonia in 24 hours. This 
cleared up in 10 days. 

Three of the remaining ten patients re- 
mained in the Trendlenberg position the 
greater portion of the time of operation, 
causing diminished excursion of the dia- 
phragm and easy access for emboli. Of the 
remaining seven cases five occurred during 
the influenza period of the year. The re- 
maining two show no definte etiology. All 
ten were very mild cases, lasting 4-10 days 
and clearing up promptly without further 
complication. 


BRONCHITIS 


The greatest portion of the pulmonary 
complications belong in this group, 20, or 
45 per cent developing bronchitis. This is 
a total morbidity of 6.1 per cent. Seven of 
the 20 patients had acute sepsis in the field 
of operation, one being a ruptured ectopic, 
the other six acute appendices. Two pa- 
tients remained in Trendelenberg position 
for a prolonged period. Of the remaining 
11 cases eight occurred in the influenza per- 
iod, the other three having no apparent 
etiology. | 

All the cases were mild, commencing with 
a cough within 48 hours after operation, and 
slight pyrevia lasting 1 to 3 days. Rales could 
be heard in the chest in all cases. The dif- 
ferentiation between bronchitis and a mild 
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pneumonia proved very difficult. I con- 
sidered all cases where no definite consoli- 
dation could be demonstrated a bronchitis. 
All others, where even only a small solid 
area could be demonstrated were called 
pneumonia. | 

INFLUENZA 


In this group I included those cases which 
showed the typical influenza syndrome: 
sore throat, a reddened pharynx, temper- 
ature elevation, slight cough, headache and 
backache, and occasionally laryngitis. These 
syinptoms occurred in six patients in our 
series. Two showed acute infection in the 
operative field. One had a cold on admis- 
sion. This case, as well as the three others 
occurred during the months when influenza 
is prevalent. 


Of our 45 cases, 18 were males, 27 females. 
The average age was 30 and the majority 
of complications occurred in patients be- 
tween 30-40, the next most frequent decade 
being 20-30. This shows clearly that com- 
plications of this nature are not due to sen- 
ility. 

SEASONAL VARIATIONS 


The greatest number of pulmonary com- 
plications occurred in the months of No- 
vember to March. The one exception to this 
is May, 1924, which was an extremely cold 
month with a mild influenza epidemic. 


This brings us to the consideration of sea- 
sonal variations in pulmonary complications. 
All investigators agree that during cold 
weather and when respiratory infections are 
common generally, such as during our in- 
fluenza epidemics, pulmonary complications 
are far more frequent than at any other 
time. This fact is well born out in our 
series. We have made it a rule to postpone 
operation on all cases with even a mild 
coryza, and, during the influenza epidemics 
to postpone all cases possible. All of our 
patients have their throats painted with 
argyrol before going up to the operating 
room. While this may not be an absolutely 
effective precaution, we believe it helps to 
at least partially sterilize the throat, and 
lessen the danger of infection of the lungs. 

Of the 45 complications, 29 followed op- 
erations on the lower apdomen. Three of 
these were hernias, eight pelvic operations, 
and 18 other lower abdominal cases. Seven 
of the 45 were gall bladder, stomach or 
other abdominal cases, eight were vaginal 
or rectal alone, and one an operation on the 
neck. Approximately 15 per cent of our 
lower abdominal cases developed some com- 
plication, while 18.5 per cent of upper ab- 
dominal cases were affected. Only 9 per 
cent of the other cases showed complica- 
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_ tions. This concurs with the findings of 
other investigators, and with the embolic 
theory of the origin of respiratory affec- 
tions, particularly pneumonia and embolism. 
The trauma produced in operating liberates 
- emboli which drain through the veins and 
lymphatics. Those nearer the lungs have a 
greater opportunity of doing harm. Hence 
gall bladder, kidney and stomach cases cause 
more complications than other abdominal 
operations, and all laparotomies are more 
often followed by lung involvement than 
other operations. 

Of the 328 cases studied, 76, or 23 per cent 
were acute cases; that is, they had free pur- 
ulent or other foreign material in the oper- 
ative field. Such cases include acute appen- 
dictis, ruptured ectopic or rupture of somé 
viscus. And, though only 23 per cent of the 
cases were of this group, 31 per cent of the 
complications occurred among these cases. 
This furnishes additional corroboration for 
the theory that sepsis is one of the main 
causative factors in the production of post- 
operative pulmonary complications. And, 
when we consider that a great many of our 
so-called chronic cases harbor within them 
active infection of some sort, such as, for 
example, a chronic salpingitis, appendicitis, 
or cholecystitis, we can readily see that 
sepsis plays a part in almost all our opera- 
tive work. 


ROLE OF THE ANESTHETIC 


Per Ct... 
Total Compli- Mor- 
Cases cations bidity 
TEE eee On eRe ean 30 5 16.7 
ST i ccscmnsinisoubesiniol 24 o 16.7 
Gas Induction and Ether ....244 31 12.7 
Se enn 30 5 16.7 
Total 
Total Operations 328 Complications .. 45 
Upper Abdominal... 38 7 
Lower Abdominal.... 195 29 
Hernias 3 
Pelvic 8 
Others 18 
| RUE 98 9 
Neck 1 


Vag. & Rect. 8 


We see from the above chart that ether 
gives no more complications than do the 
other anesthetics, although all of us are 
familiar with the term “ether pneumonia.” 
Gas oxygen induction followed by ether 
seems to be even less productive of compli- 
cations than gas oxygen alone, strange as 
this may seem. Yet there are no very marked 
differences to be found at all. All of which 
proves that the anesthetic itself plays only 
a minor role in the production of pneumonia 
and other respiratory complications. Of 
course, all these anesthetics were adminis- 
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tered by expert, anesthetists. Ether was 
given as carefully as it should be—not 
poured over the patient’s face, suffocating 
him, as is so often done by internes and 
nurses. A properly given anesthetic does 
not produce cyanosis or vomiting during 
the operation. Patients do vomit after- 
wards, of course, but at this time the ex- 
pressed fluid can be prevented from being 
inspired. I can readily see how the term 
“ether pneumonia” came into being. How 
often have we seen ether literally poured, 
and the patient struggling for.breath. The . 
mask is then removed and the patient comes 
partially out of the anesthesia, and vomits, 
inspiring a mouth full of gastric contents 
into the trachea and bronchi. It is really 
remarkable that so few of these unfortu- 
nate victims did develop pneumonia. But, 
if the patient is properly prepared, given 
a hypnotic before operation, and properly 
anesthetized by a trained individual with 
whatsoever anesthetic is desired, his chances 
of developing post-operative pneumonia 
from the anesthetic are practically nil. 


At this point, let me say a word about 
local anesthesia. Unfortunately, our series 
does not include local anesthetics, as we do 
not do major work under local. Henle, 
however, reports more complications with 
this than with general anesthetics. These 
figures seem striking, but when we remem- 
ber that local is seldom used in infected 
cases, and that under local anesthesia opera- 
tions are done more slowly and gently than 
under general, thereby liberating fewer 
emboli, we can readily explain why in this 
country there seems to be less post-opera- 
tive involvement. 

Ethylene also deserves a few words in 
this connection. At Highland Park we com- 
menced to employ ethylene about December, 
1924. We noticed more post-operative com- 
plications since that time than in the preced- 
ing few months, and immediately laid the 
blame upon ethylene. We failed to consider, 
however, that influenza was with us, and it 
is partially in defense of ethylene that this 
paper was written. I have shown that the 
morbidity percentage with ethylene is no 
greater than with any of the other anes- 
thetics. 


In the study of post-operative pulmonary 
complications, we consider, therefore, as 
causative agents: (1) The anesthetic. (2) 
Sepsis. (3) Formation of emboli. (4) Age. 


(5) The type of operation. (6) The position 
of the patient on the table and afterward. 
We have seen that age and the anesthetic 
have little part in this procedure, that the 
thain causes are sepsis in the operative field, 
The laparotomies 


and embolus formation. 
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and particularly the upper abdominal oper- 
ations are more frequently followed by com- 
plications than other types of surgery. 


There are several other factors to be con- 
sidered before the subject can be closed. 
In order to simplify matters let us trace the 
path of a patient from the time he leaves his 
home until his operation is completed. He 
leaves home with a normal respiratory tract. 
He is taken out of a warm house into the 
somewhat colder outdoor air. He travels 
several miles in the cold and enters the hos- 
pital where the temperature is about 76°. He 
goes to bed, and at night, when the air is 
cool and the windows have been opened, his 
covers are thrown back to permit prepar- 
ation for operation. The covers are re- 
placed, and the following morning he is 
placed on a cart and carried through a 
draughty corridor, up in an elevator whose 
shaft is provided with open windows, into 
the operating room corridor. Here he waits 
for 15-30 minutes while the operating room 
is being prepared. In this corridor doors 
are continually being opened and closed, 
producing a dozen draughts. Finally he 
enters the stiflingly hot operating room, 
the temperature of which is seldom below 
80. After the operation he is in a profuse 
perspiration. The process is then reversed. 
Back through the draughty corridor, down 
the elevator which is uncomfortably cold, 
through the windy hall and into his ward. 
The bed has been prepared for an hour, and 
has been open to the cold air coming in 
through the open windows (for the other 
patients need air). The patient is put to 
bed, his pulse counted, and then left to the 
tender mercies of a nurse who has five or 
six other patients to attend. She opens 
the blankets to permit the insertion of a 
Murphy drip catheter or hypodermoclysis 
needles, and all the while the patient is 
perspiring profusely from the change in tem- 
perature from 80 in the operating room to 
50 in the elevator and corridors and 70 in the 
ward. 


In several minutes the patient reacts and 
feeling warm, throws off several of the blan- 
kets, exposing himself once more to the 
cold. The patient, not having a special 
nurse, remains so uncovered until the nurse 
who is to watch him, returns from carrying 
a bed pan for one of the other patients in 
the ward and recovers him. . 

This is not an exaggeration as any sur- 
geon will testify, and herein lies another 
great cause for pulmonary complications. 
Chilling, according to Mudd and Grant'®, 
permits bacteria already present to get a 
start. Overheating in our operating rooms 
is the rule, rather than the exception. During 
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the war, when coal was so scarce in Ger- 
many, 1t was necessary to lower the tem- 
perature in the operating rooms. According 
to several German writers, when the tem- 
perature was 60° there was far less pneu- 
monia than when it was 80°. Anesthesia 
rooms, where the patient may be placed 
while the operating room is being prepared, 
and more especially, recovery rooms where 
the patient is kept for several hours under 
ideal conditions and supervision, are abso- 
lutely essential in the management of opera- 
tive cases in order to avoid the chilling 
which plays so great a part in the develop- 
ment of post-operative pulmonary condi- 
tions. 
TREATMENT 


Only a few remarks about the manage- 
ment of these cases will be mentioned. It 
is our custom, as I said before, to paint the 
throat with argyrol before each operation. 
If active infection in the operative field is 
found, ether is poured over it, to sterilize it 
effectively before closing. The patient, upon 
returning from the operating room, even 
before he reacts, is placed in a sitting pos- 
ture by means of a back rest. This aids 
both in drainage and in thoracic respiration. 
It also, theoretically, should prevent to a 
great extent the drainage of emboli into the 
lungs through the veins and lymphatics. 


Upon the first intimation of a respiratory 
infection, either the sore throat or rhinitis 
of influenza, or the cough, pulse elevation 
and pyrexia of bronchitis or pneumonia, we 
give atropin, grain 1/150 to 1/100 by mouth 
every two to three hours until the physio- 
logical effects are produced. These are dry- 
ness of the mouth, slow pulse and dilation of 
the pupils. We have found that this appears 
to abort the disease in many cases, and, by 
lessening the secretions in the bronchi, pre- 
vents the formation of pneumonia. The pa- 
tient following laporotomy is usually too 
weak to expectorate the fluid in the trachea 
and bronchi in such cases and by drying it 
up we obviate the necessity for it. 


We use codeine or dionin freely for the 
cough, and in pneumonia the ordinary treat- 
ment with digitalis and forced fluids. We 
continue the atropin throughout the disease 
periods and find that only an occasional case © 
fails to clear up by the fifth day. 


CONCLUSION 


In the prevention of post-operative pul- 
monary complications, therefore, we should 
apply such knowledge as is gained by a 
study of this sort. 

(1) Patients 


with any respiratory in- 
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fection should not be operated on except in 
an emergency. 


(2) During the influenza months great 
care should be taken in operating patients 
who can safely be deferred for a future time. 


(3) All patients should have their 
throats painted with some antiseptic im- 
mediately before operation. 


(4) The choice of an anesthetic is im- 
material as long as a capable anesthetist is 
employed. 


(5) The temperature of the rocms and 
corridors should be equalized, draughts be- 
ing excluded as far as possible. 


(6) An anesthetic room should be pro- 
vided to avoid keeping the patient in the 
operating room corridor. 


(7) The operating room should not be 
too warm. 


(8) The patient should be thoroughly 
dried before leaving the operating room. 


(9) A recovery room where the patient 
is under constant expert supervision for at 
least twelve hours after operation is essen- 
tial. 


(10) The patient should be placed in 
semi-erect position as soon as possible in 
order to allow free excursion for the lungs. 


(12) At the first sign of beginning pul- 
monary involvement evidenced by a rise in 
temperature or pulse, sore throat or cough, the 
patient should be placed on atropin. 


In a study of a series of operative cases 
at the Highland Park General Hospital over 
a period of slightly more than two years, it 
was found that too little attention is being 
paid to the proper recording of post-oper- 
ative pulmonary complications, particularly 
the milder types. A critical study of 328 
cases showed a morbidity of 13.7 per cent, 
the mortality being 0.61 per cent. Eight 
and eight-tenths per cent of the compli- 
cations were lobar pneumonia, 33.3 per cent 
were broncho pneumonia, 44 per cent were 
bronchitis, 13.33 per cent were influenza. 
The causes of the complications were seen 
to be (1) sepsis in the operative field, (2) 
transmission of emboli by way of the veins 
and lymphatics, (3) prolonged Trendelen- 
berg position and failure to obtain early 
change of position in bed, (4) the presence 
of respiratory infection before operation, 
particularly during influenza epidemics, (5) 
the chilling of patients by means of drafty 
rooms, corridors and elevators, and over- 
heated operating rooms. 


The anesthetic, if intelligently given, was 
shown to play no part in the production of 
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post-operative pulmonary complications. 
Complications were shown to be more fre- 
quent after upper abdminal operations than 
other laparotomies and least frequent in 
other than abdominal surgery. . 

While it is doubtful whether we can ever 
entirely eliminate post-operative respiratory 
affections, a thorough understanding of their 
etiology will enable us to correct a great 
many causes which have definitely shown to 
be major factors in their production. 
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AN UNUSUAL CASE OF SEX 
PERVERSION 


W. F. MARTIN, M. D. 
BATTLE CREEK, MICHIGAN 


Although it is true that masochism is 
quite common among the insane, the follow- 
ing cited case is considered somewhat un- 
usual and of- sufficient interest to report. 

Mr. G., an .ex-service man, age 24, white, 
single, and suffering from Dementia Precox 
of the hebephrenic type was referred to us 
because of frequency and urgency of urina- 
tion. In his history he confessed the habit 
of obtaining sexual gratification by the in- 
sertion of articles into the urethra and ad- 
mitted the passage of a safety pin which 
had slipped beyond his control. 

The X-ray plate showed a large sized 
safety pin, with the clasp portion directed 
outward, lying in the prostate urethra. In 
attempting to remove it through the ure- 
thoscope, it was inadvertently pushed into 
the bladder. Several unsuccessful attempts 


were made to remove it with a Ronger. A 
Young’s straight urethoscope was passed 
into the bladder with the patient in the ex- 
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aggerated trendlenberg position. The pin 
was easily grasped at the spring end by 
urethral forceps and extracted by allowing 




















it to follow the urethroscope as it was with- 
drawn. 

The X-ray film, as illustrated, shows not 
only the safety pin herein mentioned, but 
also some half a dozen needles in the left 
testicle, a needle apparently in the right in- 
guinal region directed toward the head of 
the femur, and one in the mid-portion of 
the right thigh. A large safety pin, with the 
head removed and partially straight ended. 
is shown in the left inguinal region placed 
parallel with Pouparts ligament. 


Other X-ray plates show some two dozen 
cambric needles and a number of talking 
machine needles inserted in the scalp, neck, 
and other accessible parts of his anatomy. 





THE GROWING IMPORTANCE OF GELA- 
TINE IN INFANT FEEDING 


Some time ago, Dr. Joseph Leidy, of Philadelphia 
said: “The combination of gelatine and milk in in- 
fant feeding was long used by my father and the 
late Dr. W. Pepper. I have continued: to use it 
during the past thirty years, and am of the opinion 
that it gives results when many other combinations 
fail.” 

In recent months the growing interest of the 
medical profession in gelatine has been noticeable. 
Doctors are reporting gratifying successes in pre- 
venting such infant ailments as milk colic, regur- 
gitation, vomiting, diarrhoea, excessive gas forma- 
tion and constipation by 1 per cent addition of 
gelatine to the milk diet. 


Thomas B. Downey, Ph. D., Fellow of the Mel- 
lon Institute, Pittsburgh, has by standard feeding 
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tests, determined that the addition of pure, plain 
unflavored gelatine increases the nourishment ob- 
tainable from milk by about 23 per cent. 

In discussing the digestibility of milks, especially 
by infants and young children,” Alexander and 
Bullowa have pointed out that the protein content 
may not be considered as a unity because it is com- 
posed of two proteins, casein and lactoalbumin, 
with entirely dissimilar properties. Casein is an 
irreversible colloid exceedingly susceptible to co- 
agulation by acid and rennin, while lactoalbumin is 
reversible and serves to protect the former. 


Analysis shows that mother’s milk contains a 
high proportion of lactoalbumin, the casein being 
adequately protected. Mother’s milk is resistant 
to coagulation by acids and rennin and its greater 
acceptability as the food for the infant is reflected 
by the low mortality where the young are breast 
fed. On the contrary, cow's milk contains a high 
proportion of casein and relatively little lactoal- 
bumin; it is poorly protected. In consequence, the 
casein of cow’s milk is very susceptible to coagula- 
tion by acids and rennin. The mere coagulation of 
the casein is not the whole story, because the coagu- 
lation carries down much of the fat present, yield- 
ing masses that have a tendency to cohere and are 
of a texture that is quite resistant to penetration 
by the digestive juices. The voiding of such mas- 
ses occurs too frequently in artificial feeding; 
nutrients are lost to the organism and it is quite 
probable that decomposition products of an unde- 
sirable nature are formed within these undigested 
curds. 


This is in no way a reflection on .the great nu- 
tritive value of cow’s milk, which is indispensible 
but simply emphasizes the deterient condition it 
meets in the human stomach which must be neu- 
tralized to insure the complete assimilation of the 
milk nutriment. 


From this viewpoint an obvious modification in 
artificial feeding is the protection of the unstable 
casein by the addition of suitable protective col- 
loids. 


It is of interest to give careful attention to gela- 
tine in this place. As previously mentioned, its 
colloidal protection is of the highest order. It is 
also an excellent emulsifying agent and may func- 
tion as such in either an acid or an alkaline medium. 
It is a common product of exceptional purity, and 
is an easily digested protein which is readily com- 
bined with milk. In combination with milk, the 
protein content is increased, food value is increased, 
volume is appreciably increased and digestibility is 
increased. Theoretically the employment of gela- 
tine in the child dietarv is sound, and laboratory 
experimentation and clinical experience substanti- 
ate these conclusions. 


The approved method of combining gelatine with 
milk is as follows: 


“Soak, for ten minutes, one level tablespoonful 
of pure, unflavored, unsweetened gelatine (Knox) 
in one-half cup of cold milk taken from the baby’s 
formula; cover while soaking; then place the cup in 
boiling water, stirring until gelatine is fully dis- 
solved; and add this dissolved gelatine to the quart 
of cold milk or the regular formula.” 


It must be remembered that there is a great 
difference in gelatine. Realizing the importance of 
absolute purity in any gelatine that is combined in 
milk or used in any way in the dietary, the labora- 
tories of the Charles B. Knox Gelatine Company 
maintain a strict and constant control of the pro- 
duction of Knox Sparkling Gelatine. No sweeten- 
ing, artificial flavor, or coloring, is ever added to 
this product. 
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BRIEF SUMMARIZED REPORT OF 
IRREGULAR TYPHOID 
ORGANISMS 


MAX S. MARSHALL, Ph.D. 


NOTE: These few notes were made not as an in- 
vestigation per se, but with the intention of showing 
the possibilities of confusion in routine diagnostic work. 
The question may arise at any time with intestinal 
flora, and, with certain variations, with other bacterial 
groups. 

Discussions of “sensitive” and “resistant” 
strains of bacteria, “lysogenic” strains, “L”’ 
types, and so on, have been appearing in the 
literature since the advent of the bacterio- 
phage into bacteriology. 


Although the bacteriophage, as such, has 
as yet found no applications in the diagnostic 
laboratory, it is already more than a theory 
that pathogenic organisms influenced by the 
bacteriophage are noted in diagnostic work. 
A strain of bacteria growing in the body 
may be associated with a bacteriophage ac- 
tive against that strain. The strain, perhaps 
in the body, undoubtedly outside the body 
on culture mediums, thus associated with 
bacteriophage, may be altered in such a way 
as to cause confusion to our ideas of true 
bacterial types. Inasmuch as the bacterio- 
phage is still poorly defined, the statement 
may be made more general; due to uncertain 
factors occurring in the body of the patient, 
a bacterial strain originally functioning, for 
example, as a typical typhoid organism, at 
the time of infection, may be found by the 
bacteriologist as‘a “typhoid variant,” not a 
true mutation form, but a form resulting 
from specific association with more or less 
identifiable factors. Such forms may be 
characterized by irregular morphology, ir- 
regular growth, irregular agglutination, even 
irregular fermentation reactions. It is 
therefore well to be on guard against such 
irregular forms, still apparently true to pa- 
thogenic types. 

The following summary is based on cul- 
tures of strains isolated from brilliant green 
plates made from typhoid diagnosis speci- 
men No. 2546 (April 4, 1925). Attention 
was called to the plates by typical “chewed” 
colonies of typhoid bacilli, noted by Miss 
Tao. Subcultures were made from two 
“normal” colonies and four “irregular” colo- 
nies for special observation. The following 


points may be made as regards cultural 
differences : 


Growth On Agar: 


Normal strains: regular 
growth. Photo No. 1. 

Irregular strains: light gray-blue somewhat dry 
growth on which are superimposed numerous 
heavy, creamy white, slightly granular colonies, 
varying in diameter, and increasing in number 
with time. Photo No. 2 

The photographs reveal other points in connec- 
tion with growth on agar. The irregular 
strains would, did not experience teach the 
contrary, appear to be contaminated. 

Growth On Triple Sugar Slants: | 

Normal strains: normal typhoid growth. 

Irregular strains: less vigorous somewhat ir- 
regular growth, with identical but less vigor- 
ous fermentation reaction. 

Growth In Infusion Broth: 

Normal strains: normal typhoid growth, heavy 
homogenous turbidity with more settling. 

Irregular strains: less turbidity, and considerable 
flocculation and settling. 

Agglutination: 

Normal strains: normal agglutination complete 
in three and one-half hours, 37° C. 1:1280 dilu- 
tion. 

Irregular strains: all gave specific agglutina- 
tion, but in different and always lesser intes- 
ity than the normal strains in the same dilu- 
tion and at the same time. . 

Fermentation: 

All strains fermented or failed to ferment the 
same sugars, the irregular strains, however, 
being less vigorous in their reaction. 

Morphology: 

There was little or no difference with these cul- 

tures in morphology or motility. The tend- 


moist homogenous 


ency is frequently for the irregular strains to 
become more coccoid. 





Photo 1. (a) and (b) Regular colonies picked 
from original brilliant green plates,, streaked on 
plain infusion agar. 
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Photo 2. (a) and (b) Two irregular colonies 
picked from original brilliant green plate, streaked 
on plain infusion agar. 





Photo 3. (a) Streaks from light growth of No. 
2 (a) avoiding the superimposed “resistant” colo- 
nies. 


(b) Streaks from a heavy “resistant” colony 
superimposed on lighter growth of No. 2 (a). 





Photo 4. (a) Streaks from normal culture to 
which irregular (or lysogenic) culture had been 
added at a definite point previous to incubation; 
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these streaks made from culture material taken 2 
cm. from this point. 


(b) Regular colonies isolated by dilute streak- 
ing of irregular colonies, streaked on plain agar. 


(c) Irregular colonies isolated by dilute streak- 
ing of irregular colonies, streaked on plain agar. 





Photo 5. Streaks of normal culture to which 
irregular culture was added—path clearly visible. 


PRENATAL CARE 


The fact that maternal mortality rates 
have not been materially reduced in the 
United States Birth Registration Area or 
in Michigan since 1915, is proved by the 
chart given below, although the general 
trend of maternal mortality is downward. 


MATERNAL MORTALITY 


United States 191519161917 1918 1919 1920 1921 1922 1923 1924 
Registration 

Area 6.1 
Michigan 6.7 
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Public health workers in all the states 
have realized that much must be done to 
bring about better conditions for women 
during pregnancy and labor in order to re- 
duce the maternal mortality. The Michigan 
Department of Health, through its Bureau 
of Child Hygiene and Public Health Nurs- 
ing, is attempting to educate the women of 
the state as to the need of adequate pre- 
natal, natal, and postnatal care, in an effort 
to bring about a reduction of deaths of 
mothers in Michigan. 


Probably the greater number of pregnant 
women is reached through the prenatal let- 
ters sent out by the Department. These 
consist of a series of letters, one for each month 
of pregnancy, and contain practical advice on 
diet, clothing, and general hygiene of preg- 
nancy, and early in the series the pregnant 
woman is urged to place herself under the care 
of a physician who is to attend her at delivery, 
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and to visit him regularly during pregnancy. 
These letters are sent on request of the woman 
herself, her physician if she has already con- 
sulted one, or anyone interested in having her 
receive the letters. Together with the letters, 
other literature is sent including a book on 
Prenatal Care, diet lists and pamphlets on 
Care of the Mother and Care of the Child 
and Breast Feeding. The Department oi 
Health has regular prenatal cards with space 
for the name and address of the woman, and 
duration of the pregnancy, and many physi- 
cians find it convenient to have a supply of 
these on hand so that when a prenatal case 
consults the physician, he may refer her to 
the Department of Health for the letters 
and literature. Since July 1922, 68,660 pre- 
natal letters have been sent out and expres- 
sions of appreciation of their value have 
been received from physicians and from 
mothers. 


Another way in which the Department is 
reaching the mothers is through prenatal 
clinics conducted by the Bureau of Child 
Hygiene and Public Health Nursing. Any 
prospective mother is eligible to attend 
these clinics, and all are given literature on 
prenatal care as well as a conference with 
the clinic physician, but only those not al- 
ready under the care of a physician are given 
a physical examination, which includes blood 
pressure, pelvic measurements and urinaly- 
sis. A Wassermann is taken, and report on 
this is sent to the physician who is to attend 
the woman at delivery. A history is taken 
on every patient examined, and a complete 
copy of the history and examination sent to 
the physician whom she expects to consult, 
and she is urged to put herself under this 
physician’s care as soon as possible after the 
conference. 


Women’s classes are also being con- 
ducted, consisting of a course of eight lec- 
tures and demonstrations on prenatal and 
infant care. The unit conducting these 
classes is composed of a woman physician 
who gives the lectures and a graduate nurse 
who gives the demonstrations. The lec- 
tures take up the essentials of prenatal care, 
stressing early medical examination and con- 
tinuous medical supervision, and the care 
of the young infant and importance of breast 
feeding are also emphasized. The demon- 
strations are on the making of the layette, 
preparation and home sterilization of obste- 
trical kit, preparation of room and bed for 
home delivery, and preparation of bottle 
feedings (although the preference of breast 
feeding over bottle feeding is always made 
clear). 


A practical demonstration of the value of 
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a county nurse who can do intensive pre- 
natal work is being put on by the Depart- 
ment, in Newaygo county. A preliminary 
survey was made of the physicians in the 
county, the proposed program explained to 
them and offered to the county through the 
physicians, who expressed their approval of 
the plan, which is as follows: 


Under the supervision of the physicians 
in the county, the nurse is to call once a 
month on all prenatal cases referred to her 
by physicians or others interested, and is 
to act aS a connecting link between the phy- 
sician and the patient. She will endeavor 
to see that each pregnant woman calls on 
her physician as frequently as he wishes her 
to; that specimens of urine are submitted 
regularly for examination, and will at once 
report to the physician any abnormal symp- 
toms such as repeated headaches, spots be- 
fore the eyes or blurring of the vision, puffi- 
ness of the face, hands or ankles, persistent 
vomiting, muscular twitching, abdominal 
pains or vaginal bleeding (however slight). 
In her visits to the homes she will discuss 
what foods are necessary for the health of the 
pregnant woman and the baby. She will 
stress the importance of breast feeding, and 
advise the mother to plan to nurse her baby 
unless the physician finds some physical 
contra indication for breast feeding. She 
will observe conditions in. the home, and 
whenever practicable, suggest needed 
changes in the home. She will show the 
mothers how to prepare and sterilize the 
supplies for a home delivery, and how to 
prepare the room and bed for the delivery. 


When patients are referred to the nurse 
by anyone other than a physician, she will 
endeavor to get the woman under medical 
care as soon as possible, referring her to the 
physician whom the patient herself names. 
She will particularly try to discourage the 
employment of midwives, explaining to the 
women the importance of medical care dur- 
ing pregnancy. Although this work just 
started in Newaygo county the first of the 
year, already the nurse is getting an excel- 
lent response, and the co-operation of the 
physicians and the interest of all with whom 
she has come in contact promises well for 
the success of this educational program. 


In these various ways, through literature, 
prenatal letters, prenatal clinics, womens’ 
classes and county prenatal work, the Michi- 
gan Department of Health is attempting 
to broadcast the principles of prenatal care 
and particularly to reach the rural sections 
of the state. It is hoped that the efforts 


of all agencies working along these lines, 
through private physicians, prenatal clinics 
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already established in the larger cities, and 
public health nurses, together. with the edu- 
cational work of the Department of Health, 
may result in better prenatal care for the 
women in Michigan. This should reduce 
the complications of pregnancy and labor, 
many of which are preventable, and a cor- 
responding reduction should follow in ma- 
ternal mortality. 





POLLUTION—A LIABILLITY 


Present day modes of living demand some- 
thing better than the outhouse, the césspool 
or privy. They demand sanitary appliances 
in keeping with the rest of a comfortably 
furnished, perhaps elegantly furnished, 
home. They demand the rapid, quiet, and 
inoffensive removal of sewage and house- 
hold wastes from the home. Civic require- 
ments have been analogous to household re- 
quirements. Pavements must be flushed; 
trash and dirt must be removed quickly and 
with the least inconvenience to the travel- 
ing public. 


These requirements have necessitated the 
installation of a carrier system which we 
call sewers. Because liquid flows down hill, 
and because sewage is largely water, the 
carrier systems have been designed to dis- 
charge at the lowest point possible, usually 
into a river, lake, creek or ditch. 


For many years sewers have been dis- 
charging into these streams and nature has 
striven to carry the burden. Where the 
population has not become too concentrated, 
and where industry has not become an im- 
portant feature in the community the 
streams have been able to care for this 
waste, but in the larger communities and 
industrial centers this burden has become 
more than can be handled, with the result 
that man must step in and assist. 


When considering stream pollution in 
Michigan we are immediately confronted 
with the broad problem of “What is Michi- 
gan from a Natural Standpoint?”’ Based 
on export business, this state ranks third 
It is the heart of the furniture industry, the 
lungs of the automobile industry, and at 
least one leg of the iron and steel industry. 
Primarily, however, it is a nature state—a 
playground. Bounded on practically all 
sides by navigable water, with thousands 
of lakes and streams full of fish, and with 
forests abounding with game, it seems to 
have been designed as a playground for 
the nation. These waters are the state’s 
greatest asset. Primarily they attracted the 
settlers. The desire for water flowing by 
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the door, to look at, to fish in, to bathe in, to 
play on, is inherent in man. With the in- 
troduction of the automobile, providing eco- 
nomical transportation, this desire to be near 
the water has been largely gratified. Sum- 
mer homes and all-year-round accommoda- 
tions on streams and lakes are rapidly in- 
creasing in number. Very little of the Great 
Lakes shores is available at a reasonable 
price. Resorts and summer colonies are 
fast acquiring the banks of all streams. Last 
season better than 2,000,000 people from 
other states came to Michigan to satisfy 
that desire to “get back to nature” and be 
near the water. 


In years gone by this wonderful asset 
of Michigan has not been fully appreciated 
by her people. These same streams fur- 
nished the means for more comfortable liv- 
ing and year after year has seen the steady 
increase in the amount of pollution which 
has been added to these streams. Year by 
year conditions have become worse and the 
asset has become a liability. The banks of 
many of the streams, especially for miles 
below the larger cities, have become unsight- 
ly, ill-smelling and undesirable. This con- 
dition prevails especially on the streams in 
the southern part of the state, where the 
cities are larger and closer together. By no 
means, however, are the cities along the 
Great Lakes in the northern part of the state 
free from blame. They have turned their 
greatest asset into a liability—they have 
spoiled, by fouling the beaches, the greatest 
attraction they had to offer those seeking 
a change of environment and an ideal vaca- 
tion spot. 


Public sentiment has been changing ra- 
pidly the past few years. Many people have 
come to realize this change in conditions, 
but not until the Legislature of 1925 did 
this sentiment show itself in the form of 
definite laws which gave the Departments 
of Conservation and Health the power to 
act. True, there have been laws against 
pollution, but without enforcement clauses. 
True, these departments have been watch- 
ing and studying these changes in stream 
and lake conditions. Now it is felt that 
public opinion, as expressed by recent law 
enactment, is ready to do something. Con- 
sequently, the state has started action by 
calling in for conferences all the important 
towns in the Lower Peninsula. These con- 
ferences are regional in nature, where each 
municipality has a chance to learn the atti- 
tude of its neighboring cities. All have in- 
dicated that their municipality is in favor 
of cleaning up the stream. 


It has been quite clearly indicated in these 


fn 








conferences that the individual municipali- 
ties have for some time felt that the streams 
should be cleaned, but each municipality 
hesitated to do anything because others 
along the stream would not be making the 
“same attempt. 
comed because they will require all towns 
on the same stream to work on the problem 
at the same time, and the spirit of coopera- 
tion manifested at these conferences is very 
gratifying. 


It is expected that the next few years 
will see the installation of sewage disposal 
plants in such numbers, and the removal of 
industrial wastes with such rapidity, as has 
never been seen in any other state. 


The municipal water supplies in Michigan 
are largely from wells, except for the towns 
on the Great Lakes where those waters are 
largely used. This eliminates the most im- 
portant Health phase—namely, a pure, 
wholesome drinking water. The important 
Health phases to be considered are the use 
of the water for other purposes, such as 
bathing, and the nuisances which the fouled 
Waters produce.—J. M. H. 





FINED FOR FAILURE TO REPORT 
BIRTHS 


Dr. C. C. Jordan, 17181 Hamilton Road, De- 
troit, was arrested on January 22, for violation of 
Act 343, P. A. 1925, in failing to report a birth. 
Doctor Jordan pleaded guilty and was fined $25.00 
and costs amounting to $4.25, or twenty days in 
the Detroit House of Correction. Doctor Jordan 
paid his fine. 





The report for January shows a notable 
increase in the number of cases of pneu- 
monia reported, also in whooping cough; 
and a slight increase in the number of cases 
of scarlet fever reported. Measles show a 
very great increase, evidently due to the 
beginning of the periodical rise that can be 
expected approximately every three years. 
All other diseases show less than January 
of the preceding year. 





PREVALENCE OF DISEASE 


January, 1926 


Total 

Cases Average 

Dec. 1925 1926 1925 5 Years 

Pneumonia. ............:-...:.. 715 864 522 741 
Tuberculosis ................... 432 329 448 379 
Typhoid Feve-................ 103 39 54 53 
SPINHIMSTIA 2.0.0.5... 453 403 . 421 949 
Whooping Cough .......... 684 1,030 505 554 
Scarlet Fever .................. 1,386 1,453 1,310 1,465 
BRMMION weil eccadcnes Agee 4,837 707 948 
I eee ne ne See 75 93 151 414 
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Meningitis. o.oo ccs 13 7 14 18 
Potlomiyentis: «0:22.04 1 x 6 3 
a an 1,255 1,247 1,215 799 
NGONGTEMON 85 ol on 799 725 827 860 
CHENCTOIG 322.2055. 6 10 17 17 


CONDENSED MONTHLY REPORT 
Lansing Laboratory, Michigan Department of Health 
January, 1926 
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Editorials 


MINUTES OF MEETING OF EXECU- 
TIVE COMMITTEE OF THE COUN- 
CIL OF THE MICHIGAN STATE 

MEDICAL SOCIETY 


1. The Executive Committee of the 
Council set in its regular February meet- 
ing at Grand Rapids, February 1, 1926, at 6 
o’clock, p. m. There were present John B. 
Jackson, chairman; R. C. Stone, B. R. Cor- 
bus, George LeFevre, Harvey G. Smith and 
F. C. Warnshuis. 


2. The Secretary asked instruction rela- 
tive to the amendment of our Articles of 
Incorporation in accordance with the action 
that was taken at the Midwinter meeting 
of the Council. The Secretary was author- 
ized to secure the services of an attorney to 
comply with the legal point that was involved. 


3. The Secretary presented the commu- 
nication from the Ingham County Medical 
Society and also the communications from 
the Chamber of Commerce at Lansing, giv- 
ing positive assurance that the new hotel 
would be open by June 1 and that all would 
be in readiness by September 1. The local 
Society presented data showing that. there 
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would be some thousand rooms available in 
the hotels at Lansing. With this informa- 
tion at hand and in accordance with the ac- 
tion taken in the Midwinter meeting of the 
Council, the Secretary-Editor was instructed 
to proceed with the perfecting of arrange- 
ments for our annual meeting on September 
14, 15, 16. 

4. Ina recanvass of the referendum vote 
as to the type of annual meeting programs, 
it is noted that the membership is about 
equally divided in regard to the one day of 
clinical meetings and one day of section 
meetings. In view of the expressions thus 
accorded by our members the Secretary was 
instructed to provide a program that fea- 
tured one day of clinical meetings and one 
day of section meetings and that the first 
day should be devoted to section meeting's 
and the second day to clinical meetings. 

5. The Secretary presented communica- 
tions that he had of the program of the 
Wayne County Medical Society and stated 
that representatives of the State Medical So- 
ciety should meet with the members of 
the Wayne County Medical Soociety for the 
discussion of medical interests. The date of 
March 2 had been assigned for that meeting. 
On vote the Secretary was instructed to ar- 
range for the program and speakers and 
would advise Wayne County Medical Soci- 
ety of their appearance on the above desig- 
nated date. 

6. The Secretary was instructed to draw 
to the attention of the President the vacan- 
cy in the office of the Vice-Speaker of the 
House of Delegates to request the President to 
appoint a member to fill this vacancy as pro- 
vivded by our by-laws. 

7. The Executive Secretary submitted 
a schedule of Post Graduate Conferences 
which was approved after considerable dis- 
cussion as to types and length of programs 
that shall characterize these conferences this 
coming year. 

8. Adjournment was had at 10:00 p. m., 
the Executive Committee to meet in De- 
troit at 5:00 p. m., March 2. 





ANNUAL MEETING 


Place: Lansing. 

Time: September 14, 15, 16, 1926. 

Program: Sept. 14, House of Delegates; 
Sept. 15, Section meetings; Sept. 16, Com- 
bined section clinics. 

Assurances having been received that the 
new hotel at Lansing will be completed by 
July, thereby affording ample hotel accom- 
modations, the Council’s Executive Com- 
mittee has taken the above captioned action. 

The Scientific program will consist of one 
day of section meetings and one day of clin- 








ical meetings thereby meeting the expressed 
wishes of our members. The Ingram Coun- 
ty Medical Society will be our host. Fur- 
ther details will be imparted in subsequent 
issues of the Journal. 





COUNTY SECRETARIES CONFERENCE 


The benefits derived from our annual con- 
ference of County Secretaries have been pro- 
ductive of great value to our Society. It has 
served to bring our component County Socie- 
ties into closer contact. It has materially aided 
‘ the County Secretary and the members of each 
County Society has profited thereby. Our 1926 
conference will be held on March 30 at Grand 
Rapids. The following program has been ar- 
ranged : 


SECRETARIES’ CONFERENCE 
Grand Rapids, March 30, 1926. 
12 :00—Luncheon. 


1:00—Statements of Aims and Purposes of Secre- 
taries’ Conference as Related to the State 
Society. 
C. G. Darling, M. D., Preisdent. 
1:15—A Practical Forecast for Scientific and Or- 
ganized Medicine.” 


1 :45—Address. 
Olin West, M. D., General Manager and Sec- 
retary, American Medical Association. 
2:15—General Discussions— 
1. “The Minimum Program, Basis, Aims.” 
Harvey George Smith, Executive Secretary. 
1. (a) Scientific Programs. 
(b) Periodic Physical Examinations. 
Sec. 2. Social and Informal Activities. 
Sec. 3. Scientific Teams. 
Sec. 4. Public Health Information and Edu- 
cation. 
Sec. 5. Publicity, 
Michigan. 


F. C. Warnshuis, M. D. 


Plans and Methods in 
J. B. Jackson, M. D. 
2. The Post Graduate Conferences— 
(a) How to avoid Competition 
County Society Activities. 
(b) What Changes or Additions would 
be Valuable? 
(c) How May Attendance be Increased? 
3. The County Society— 
(a) What Facts would Aid in Formula- 
tion of Activities? 
(b) Who May Secure Them?—How? 
(c) How May Hospitals and County So- 
ciety Programs be Supplemental to Each 
Other? 


5 :00—Adjournment. 


with 


Every Secretary is urged to arrange to at- 
tend. Every County Society should take 
formal action instructing their Secretary to at- 
tend. Dr. Olin West, Secretary and General 
Manager of the A. M. A., has consented to 
meet with us and his address and discussion 
will be of definite inspiration. A personal let- 
ter has been addressed to every Secretary to 
which we solicit a prompt reply. 
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HYGEIA 


Hygeia on January first had a circula- 
tion of 40,547. Of the some 4,000 doctors in 
Michigan, 841 subscribe for this publica- 
tion and 958 lay subscribers are reported. 
This is not to Michigan’s credit. 

Hygeia is your profession’s official organ 
for imparting to the public health informa- 
tion. It is a medium whereby the people 
are enlightened as to the truths of scientific 
medicine. It acquaints the layman with the 
fallacies of the cultist and the quack. It in- 
forms the individual as to the aims and 
ideals of your profession and your service. 
Your national organization, your State So- 
ciety have expressed the need for such edu- 
cation. They have endorsed and recom- 
mended Hygeia. They urge the support of 
every doctor to Hygeia. From the figures 
quoted, we in Michigan are not recording 
this support. We should individually and 
collectively. 


The personal recommendation is made to 
each member to: 


1. Subscribe to Hygeia, read it and place 
it on his reception room table. 


2. To recommend it to lay patients and 
friends. 


3. To urge your County Society to cause 
Hygeia to be placed in public reading 
rooms. 


Michigan should record at least 3,000 sub- 
scriptions among the Doctors and 5,000 
among lay people. Shall we not do so this 
spring? Your subscription will make this 
possible. 


To afford each member an opportunity to 
support this work, our national organization 
has appointed two Field Agents of the A. M. 
A., who will personally call on our Michigan 
doctors. When these representatives call we 
trust. that they will be accorded a cordial re- 
ception. The information they will impart will 
well be worth your time. These representatives 
will also be available to call upon leading lay 
people that you may recommend, and secure 
their interest in Hygeia. Your assistance in 
indicating such persons wil be of material value. 


By the above outlined procedures, with our 
members’ co-operation, we can obtain the aims 
sought in public education on medical and 
health subjects. We are depending upon your 
co-operation. 





VICE-SPEAKER 


By reason of a vacancy existing in the office 
of Vice-Speaker, President Darling has filled 
the vacancy by-the appointment of Dr. J. G. R. 
Manwaring of Flint. 
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DUES 


March 31 is your last day of grace. Our 
by-laws provide that a member in arrears 
on April 1 shall be placed on the suspended 
list. Suspension entails loss of medico- 
egal protection, discontinuance of the Jour- 
nal, loss of membership in the A. M. A. and 
loss of profits attainable from conferences 
and meetings. No Doctor can afford to de- 
prive himself of these benefits. We urge 
that you promptly remit your dues to your 
County Secretary to avoid suspension. 





GOVERNMENTAL LEGISLATION 


The following merits every members’ con- 
sideration, support and action: 
Editor of The Journal: 


The Federal Government now treats at the tax- 
payer’s expense persons suffering from disease and 
injury unrelated to any service rendered the peo- 
ple. To do this, it even transports them, if neces- 
sary, from their homes and usual medical attend- 
ants to more or less remote government hospitals 
and salaried medical officers. 

Bills are now pending to increase the number of 
possible beneficiaries of this government bounty 
and to extend the bounty so as to make it include 
out-patient as well as hospital treatment. A state- 
ment of the case is embodied in the accompany- 
ing reprint from The Journal. 

Unless your state association desires the enact- 
ment of such legislation, it should immediately 
protest against it, to every member of your Con- 
gressional delegation. Your several county socie- 
ties should send protests to the senators and rep- 
resentatives from their respective jurisdictions. 
And finally, representative physicians with whom 
they may be acquainted, urging that there be no 
extension of the medical gratuities already granted. 
In fact, to carry out the resolution of the House 
of Delegates set forth in the accompanying re- 
print, it will be well to protest even against the 
continuance of the gratuities now bestowed. 

To facilitate action, a letter of identical tenor 
is being sent to both the President and the Secre- 
tary of your society. 

I shall appreciate it if you let me know what 
action you take with reference to this matter. 


Yours truly, 


Wm. C. Woodward, Executive Secretary, 
Bureau of Legal Medicine and Legislation. 





P. S.—House bill is pending before the Commit- 
tee on World War Veterans’ Legislation. Repre- 
sentative Bird J. Vincent of your state is a mem- 
ber of that committee. It is particularly import- 
ant that protests be filed with him immediately. 
His vote counts twice:’ first in determining com- 
mittee action, and later in determining action by 
the House. W.C. W. 


PROTEST THE SHEPPARD-TOWER ACT 


The Sheppard-Towner Act will continue in force 
two additional years—until June 30, 1929—if two 
bills! introduced into Congress to accomplish that 
end are permitted to become law. Otherwise, the 
act will expire by a self-contained limitation, June 
30, 1927. The proenosed contiruance of federal 
domination over health matters in which the state 
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is constitutionally supreme is in itself pernicious. 
The proposal is, moreover, astutely timed to force 
on Congress at the very threshold of the next presi- 
dential campaign, the question of making the sys- 
tem permanent. It will be remembered that the 
original proposal was also incorporated as a plank 
in the platforms of both leading political parties. 
The proponents of the Sheppard-fowner scheme 
are apt to brush aside facts and figures by an emo- 
tional appeal on behalf of mothers and babies. 
Any discussion of the scheme in the days imme- 
diately preceding a presidential campaign is cer- 
tain to be complicated further by considerations of 
political expediency, arising out of the question 
as to who is going to deliver the women’s vote, and 
where. The act became a law five years ago. Mil- 
lions of dollars of federal and state moneys have 
been spent to enable its supporters to establish 
its merits. Who will say that the evidence sub- 
mitted indicates that they have done so? Their 
present plea for the continuance of the scheme 
for only two years may well be construed as an 
admission that they have found nothing in the evi- 
dence that would justify them in asking for enact- 
ment of the procedure on a more lasting basis. 
The Sheppard-Towner Act has been condemned 
unreservedly by the House of Delegates of the 
American Medical Association. The pending bills 
to continue the act in effect are clearly within the 
ban of such condemnation. Now is the time to 
protest against their enactment. The Committee 
on Interstate and Foreign Commerce, House of 
Representatives, to which the House bill has been 
referred, at the present writing has not made its 
report. Even after it does so, the -bill must be 
acted on by the House. The Senate bill is still 
to be acted on by the Senate Committee on Educa- 
tion and Labor, and by the Senate. If the Senate 
and the House agree on a measure, it will still 
have to be approved by the President. State asso- 
ciations and county societies, and the physicians of 
the country generally, should immediately tele- 
graph or write to the President and to their Sena- 
tors and Representatives protesting against the 
enactment of these bills—Jour. A. M. A., Feb. 6, 
1926. 

1. S. 2696, A Bill to Extend the Provisions of Section 
2 of the Act Entitled “An Act for the Promotion of the 
Welfare and Hygiene of Maternity and Infancy, and for 
Other Purposes.” H. R. 7555, A Bill to Authorize for the 
Fiscal Years Ending June 30, 1928, and June 30, 1929, 
Appropriations for Carrying Out the Provisions of 
the Act Entitled “An Act for Promotion of the Wel- 


fare and Hygiene of Maternity and Infancy, and for 
Other Purposes,” approved Nov. 23, 1921. 


THE TREND OF VETERANS’ RELIEF LEGISLATION: 
STATE MEDICINE 


Through paragraph 10 of section 202 of the 
World War Veterans’ Act, 1924, the federal gov- 
ernment planted the germs of state medicine in our 
body politic and entered directly into competition 
with the private practitioners and private hospitals 
of the country. Under the provisions of that para- 
graph, the government now treats at public ex- 
pense diseases and injuries having no relation to 
any government service, military or otherwise. 
Veterans of the Spanish-American War, of the 
Philippine insurrection, of the Boxer rebellion and 
of the World War, suffering from neuropsychiatric 
or tuberculous ailments or diseases, or from paralv- 
sis agitans, epidemic encephalitis or amebic dysen- 
tery, or from the loss of sight of both eyes, are 
entitled as a matter of right to treatment and care 
in hospitals under the Veterans’ Bureau, at govern- 
ment expense, whether their ailments or diseases 
are or are not of military origin. Veterans of any 
war, military occupation or military expedition 
since 1897 are entitled to that treatment and care 








whenever the director of the Veterans’ Bureau 
finds facilities available, no matter what may be the 
nature of their disabilities, and no matter what may 
be their origin. The government pays traveling 
expenses incident to such treatment. Whether an 
applicant for treatment is rich or poor, is able to 
‘pay for treatment or belongs to the dependent 
classes, makes no difference, except that, in admit- 
ting patients of the latter class, preference is given 
to those financially unable to pay. The only condi- 
tion the applicant must comply with is to prove 
illness or injury, to abandon his home physician 
and the hospitals of his own place of residence, 
and to enter a government institution, for treat- 
ment by physicians paid by the government. 

The act providing these gratuities passed on 
June 7, 1924. During the fiscal year immediately 
following, July 1, 1924, to June 30, 1925, 13,243 per- 
sons claimed under it, ‘without regard to the nature 
and origin of their ‘disabilities, the privileges of 
government hospitals. They represented 17 per 
cent of the total number of patients admitted, 76,- 
812. The duration of the stay of these 13,243 pa- 
tients in the hospitals can be inferred from the 
fact that the average stay per patient of all pa- 
tients discharged from Veterans’ Bureau hospitals 
during the year was 93.7 days. The average in- 
patient operating expense for each patient daily 
during the year, so far as available figures permit 
it to be computed, was $3.98. If, then, the 13,243 
patients treated for disabilities regardless of the 
origin of such disabilities be regarded as average 
patients, who stay an average time, 93.7 days, at 
an average cost of $3.98 a day, the expense to the 
taxpayers of the country of these patients while 
in hospitals was $4,938,659.02. This was exclusive 
of interest and depreciation on the extensive and 
costly hospital plant that must be maintained to 
render such service available; exclusive of travel- 
ing expenses of the patient hospitalized, which the 
government paid; and exclusive of the overhead 
expenses incident to the work of the Veterans’ 
Bureau in administering and supervising these hos- 
pitals. And these figures represent only the first 
year’s work of the bureau. As veterans become 
more familiar with the privileges granted, and as 
they become older and more subject to disability 
and disease, they may be expected to resort to 
government hospitals in increasing numbers, with 
increasing frequency, and at increasing expense to 
the government. 

The gratuities already authorized will not mark 
the end of the bounties bestowed by an open- 
handed government at the expense of the tax- 
payers, if the proponents of such legislation have 
their way. Bills are now pending in Congress to 
extend to every beneficiary under section 10 of the 
World War Veterans’ Act, 1924, outpatient treat- 
ment, in addition to the hospital treatment already 
authorized, and to grant the privilege of hospitali- 
zation and of outpatient treatment to Spanish- 
American War nurses, contract surgeons and con- 
tract dentists. Another bill proposes to extend a 
like privilege of hospitalization to all disabled ex- 
service men in the war between the states, includ- 
ing Confederate veterans. Another bill may be 
construed as entitling all civilian employees who 
served overseas during the World War to hos- 
pitalization at any time during the remainder of 
their natural lives, for any disease or disability. 
Other bills propose to give every disabled ex-serv- 
ice man, including Confederate veterans, the de- 
gree of disability not being stated and regardless 
of the origin of such disability, not only hospital 
care, but medical treatment, nursing, and all neces- 
sary care. And there are other bills yet to come. 


As the disabilities for which benefits are given 
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or proposed need have no relation to military or 
any other government service, or to the World 
War or to any other war, but may originate at any 
time in the future, out of any cause, government 
bounty need not ‘be restricted apparently either 
to persons who served in the military service or 
even to civilian employees who served overseas. 
Persons who served overseas with the American 
Red Cross, the Salvation Army, the Y. M. C. A,, 
the Knights of Columbus, and other auxiliaries 
would seem to have an equal claim to such bene- 
fits. And civilian employees who ‘did not and 
could not serve overseas, members of draft boards, 
government employees generally, persons em- 
ployed in ship yards, munition factories and other 
essential industries seem to be equally entitled to 
consideration. Their services were in many cases 
more valuable to the country at home than they 
would have been abroad, and many remained at 
home because of conditions over which they had 
no control, possibly because the government de- 
sired them to dc so. And lest some legislator use 
this paragraph against us, be it said at once that 
its intent is sarcastic. 

The theory underlying the existing and the pro- 
posed legislation providing hospital and outpatient 
care for veterans and certain other classes for dis- 
abilities not of service origin is not apparent. Here- 
tofore, it has always been presumed that a per- 
son needing medical or surgical treatment should 
provide it for himself. If he cannot provide such 
treatment, it has been presumed to be the duty of 
the state to do so. Only when disease or injury 
has been incurred in the federal service has it been 
believed that the federal government should pro- 
vide relief. Existing and proposed legislation, how- 
ever, provides for the treatment of injuries and 
diseases that have not been incurred in the federal 
service. Such legislation must be based on some 
hitherto undiscovered principle of federal liability 
or create a new concept of it. 

Possibly, this gratuitous federal treatment may 
have been conceived as a reward for military serv- 
ice. But a reward supposedly bears some relation 
to the nature and extent of the service rewarded, 
and this government bounty does not. Commis- 
sioned officers of all ranks and enlisted men fare 
equally. Men who never came within a thousand 
miles of danger are rewarded on the same basis 
as those who lost eyesight or limbs in No Man’s 
Land. The struggling family of the man who gave 
up his life in the trenches is left to provide medical 
relief as best it can, for his widow and children 
get no hospital or medical care from this legisla- 
tion. If this bounty is a reward, it must be con- 
sidered, then, not as a reward for service in line 
of duty, but a a reward for contracting disease or 
incurring injury outside the service, and for aban- 
doning home and home ties and becoming a de- 
pendent of the government and an inmate of a gov- 
ernment institution; for these are the circumstances 
on which the reward is based and to which it is 
proportioned. 


What the effect of the enactment of legislation 
of this character will be on the future of medi- 
cal profession is problematic. It seems likely, how- 
ever, that by tending to withdraw patients from the 
care of private practitioners, and to place them un- 
der the care of salaried officers of the government, 
the practice of medicine will be made less attrac- 
tive. The rewards of government service are not 
now generally such as to attract the type of men 
who seek to become physicians, or to hold them 
after they have once entered the service. This is 
illustrated at present in the experience of the Vet- 
rans’ Bureau, which, in order to retain the many 


desirable physicians who have entered its service 
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and to attract others, has found it necessary to 
seek legislation organizing the medical corps of the 
bureau into a “commissioned” body, so as to give 
it greater dignity, more secure tenure of office, 
and reasonable prospects of promotions and of re- 
tirement. 


But apart from the general effect of such legis- 
lation on the profession is its tendency to with- 
draw patients from small cities and towns, and 
from country districts, to the larger cities, where 
the government hospitals are located. The oppor- 
tunities for livelihood for physicians in the smaller 
cities and towns and in country districts will thus 
be diminished, and the inadequacy of medical serv- 
ice for those ‘who must reside in such places and 
who are not entitled to free government treatment, 
or who cannot leave their homes to obtain it, will 
become more serious than ever. 


Recognizing the danger in the situation, the 
House of Delegates, at the Atlantic City session, 
May 25-29, 1925, adopted the following resolution: 

Resolved, That the American Medical Associa- 
tion, through its accredited representatives and 
with the assistance of the accredited representatives 
of constituent organizations, whose cooperation is 
solicited, put forth every honorable effort to secure 
an amendment to the Veterans’ Act of 1924, which 
will do away with federal free medical and surgical 
services and care for all veterans except those 
whose disabilities have been caused by war service 
for our country, or at least restrict free medical 
and surgical services and care to those veterans 
who are unable to pay for the same. 

In accordance with this resolution, the constitu- 
ent associations of the American Medical Associa- 
tion and the medical profession generally may be 
expected to protest against the bills now pending, 
and to ask a repeal of the legislation already en- 
acted tending to federalize the practice of medicine 
and to nurture the germs of a system of state 
medicine. 


EXCERPTS RELATIVE TO PARAGRAPH 10, 
SECTION 202, WORLD WAR VETER- 
ANS’ ACT, 1924, FROM PROCEED- 
INGS OF THE HOUSE OF DELE- 
GATES, ATLANTIC CITY, N, 

J.. MAY 25-29, 1925 


(From Report of the Board of Trustees) 
* * * * * * * 


The medical profession yields to no other body 
in its desire to see every veteran receive just 
reward for service rendered during the war. It 
gladly leaves to Congress the determination of 
the measure of that reward. The privileges con- 
ferred by this legislation are in the nature of such 
a reward. They are not conferred as a recom- 
pense for damage resulting from military or naval 
service, for they are available for injuries and dis- 
eases of all kinds that have not resulted from such 
service. Neither are they conferred to relieve 
distress, for equal privileges are granted to the 
rich and to the poor alike. How illogical it is to 
make the measure of this reward proportionate, not 
to the nature and extent of service rendered, but 
to the extent to which the recipient may chance 
to suffer from illness and injury altogether inde- 
pendent of his service, it is not necessary to dis- 
cuss. 


Why the government should enter into com- 
petition through subsidized physicians and hospi- 
tals with physicians and hospitals that are not 
subsidized, and that depend for their very exist- 
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ence on the patronage they receive from the sick 
and injured is not apparent. It has not yet au- 
thorized hungry, cold and inadequately clothed 
veterans to draw their supplies from Army and 
Navy commissary departments, nor has it author- 
ized veterans who are inadequately housed to take 
up their dwellings on military and naval reserva- 
tions. Protection from hunger, cold and exposure 
are as necessary to health and happiness as is 
medical and hospital care in time of illness and in- 
jury; yet the government has not entered into 
subsidized competition with the grocer, the coal 
man, the dealer in men’s furnishings and the land- 
lord. 

The situation may almost be stigmatized as com- 
munistic medicine in its most militant form, en- 
deavoring to edge its ‘way into American life un- 
der the cloak of patriotism. It merits the most 
careful consideration of the House of Delegates. 


RESOLUTION OFFERED IN BEHALF OF THE 
OHIO STATE MEDICAL ASSOCIATION 


Dr. Ben R. McClellan, Ohio, for the Ohio State 
Medical Association, submitted the following reso- 
lutions, which were referred to the Reference Com- 
mittee on Legislation and Public Relations: 

Whereas, The World War Veterans’ Act of 1924, 
Subsection 10 of Section 202, provides for hospitali- 
zation, medical and surgical service, and necessary 
traveling expenses “to veterans of any war, m/li- 
tary occupation, or military expedition since 1897 
not dishonorably discharged, without regard to the 
nature or origin of their disabilities,’ and 

Whereas, Under the terms of this act, a large 
number of men are to be provided with hospital 
care, medical and surgical treatment, at government 
expense as long as they live, for diseases and in- 
juries, without regard to the origin of such dis- 
eases and injuries, whether incurred in military 
service or not, and without regard to their finan- 
cial regard to their financial ability to pay for the 
needed attention, and 

Whereas, The benefit conferred is illogically dis- 
tributed, in that the receipt of the benefit is de- 
pendent on the ability of the beneficiary to leave 
work, family and home, and not on financial ability, 
nor on the nature of the disease, and 

Whereas, Such beneficiaries must be kept in 
government hospitals until they are completely 
recovered, even though they might be more eco- 
nomically and better cared for at home, because 
of the provisions in the law that the government 
will house, feed and nurse them, and will provide 
them with medical and surgical attendance so long 
as they remain in hospitals, but will not contribute 
in any way toward their relief after they leave 
the hospitals, provided the incapacity is not due to 
military service; therefore, be it 

Resolved, That the House of Delegates of the 
American Medical Association in annual convention 
in 1925 expresses its disapproval with this pro- 
vision of a federal law which furnishes a govern- 
ment subsidy tending to deprive the sick and in- 
jured from the privilege of engaging physicians and 
surgeons of their own selection in their home com- 
munities, and be it further 

Resolved, That the House of Delegates of the 
American Medical Association disapproves ‘the 
plan of furnishing financial aid or personal service 
to beneficiaries able to pay, as tending to pauperize 
an independent, self-supporting part of our citi- 
zenship, and, be it further 


Resolved, That such subsidizing as proposed is 
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an unjust and unneeded tax on a people already 
overburdened by governmental expenditures, and, 
be it further 

Resolved, That such subsidies be limited to those 
veterans whose disabilities have arisen from and 
in the course of military service, and in line of 
duty. 


* * * * * * * * * 


Report of Reference Committee on Legislation 
and Public Relations—The resolution introduced 
by Dr. Benjamin R. McClellan, Ohio, pertaining 
to the World War Veterans’ Act of 1924, Subsec- 
tion 10 of Section 202, providing for hospitiliza- 
tion, medical and surgical service, and necessary 
traveling expenses “to veterans of any war, mili- 
tary occupation or military expedition since 1897 
not dishonorably discharged, without regard to 
the nature or origin of their disabilities,” has been 
thoroughly examined by your committee. Your 
committee unanimously recommends its adoption. 


Adopted May 26, 1925. 
* re Pe * * * * * Be 


(From Address of President (then President- 
Elect) W. D. Haggard of Nashville, Tenn.) 

Under the terms of this act, a large number of 
men, without regard to their financial status, are 
to be provided with hospital care and medical and 
surgical treatment at government expense, as long 
as they live, for all diseases and injuries, without re- 
gard to the origin of such diseases and injuries. 
The only condition is that they leave family, friends 
and employment, and enter a government hospital. 
This looks very much like “state medicine,” pure 
and simple. It requires only one step more, too, 
to confer similar privileges on the wives and the 
widows, and on the children, of the beneficiaries 
under this act; and such a step would not be in- 
consistent with what has already been done, as 
the benefit conferred is not dependent on any 
relation between the disease or injury and military 
service. 

The benefit conferred is, moreover, illogically 
distributed; for it makes the receipt of the -benefit 
dependent on the ability of the beneficiary to leave 
work, family and home, not on financial ability 
nor on the nature of the disease. A veteran in the 
early stages of disease, who is as yet able to con- 
tinue at work, cannot receive any benefit unless 
he leaves his employment; and this he may be un- 
able to do, because the law does not provide for the 
support of his family during his absence. Other 
veterans, who by reason of distance or family ties 
are unable to enter a government hospital, or who 
because of the serious nature of their illness or in- 
juries cannot be transported to a government hos- 
pital, cannot benefit by the provision of law set 
forth above. The convalescent veteran must be 
kept in the hospital until he has completely recov- 
erd, even though he might be much more econ- 
omically cared for at home, because the govern- 
ment will house, feed and nurse him, and will pro- 
vide him with medical and surgical attendance, so 
long as he remains in the hospital, but will not 
contribute a penny toward his relief after he leaves 
if his incapacity is not due to military service. 


* * 4 * * * * * 


Incidentally, the illogical character of this legis- 
lation is shown by the fact that medical and surgical 
treatment, and hospital care. are no more neces- 


saries of life than are food, clothing, fuel and shel- 
ter. If logically the government is to provide 
medical and surgical treatment and hospital care, 
regardless of the financial ability of the veteran to 
pay for them and without regard to the origin of 


ments irrespective of their origins. 
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the disease or injury the government should by the 
same reasoning provide food, clothing, fuel and 
shelter, It would be interesting to know what 
the taxpayer, the grocer, the clothing dealer, the 
fuel man, the landlord, would say to a proposition 
of this kind. 


* * * * * * * * * 


It is obvious that there are thousands of veterans 
who are able and willing to pay for their medical 
service. It surely could not be the intent of the 
bill to pauperize nearly five million Americans by 
giving them free medical care for any and all ail- 
Only a minority 
of the ex-service men would favor such a drastic 
change in the economic situation of the medical 
service of this country. Already a government hos- 
pital at Memphis which had only 50 beds before 
the enactment of the World War Veterans’ Act 
has now 325 beds and is running practically full. 
Approximately 75 per cent of its inmates are be- 
ing treated for conditions in no way connected 
with their military service. It is apparent that 
this will continue as people become familiar with 
the provisions of this act. If carried out to its 
logical conclusion it would be an unlimited drain 
on the resources of our government and on the al- 
ready overburdened taxpayers. All previcus pen- 
sions and other governmental expenses will sink 
into insignificance compared to the stupendous 
enormity that is possible under this act. 


An amendment should be undoubtedly made to 
restrict it to those veterans who are unable to pay 
for their services and to be determined in some 
definite manner. No group of men in our nation 
gave more unstintingly of their services and made 
more sacrifices than the medical profession. More 
than 35,000 men were in the service. They have 
now and ever have been willing to live up to their 
ideal that no one is too poor for their ministrations. 
For the economic welfare of the nation and the 
proper relation of the profession and the govern- 
ment each to the other and to the sick of this coun- 
try, the objectionable features of the intended 
benevolence to our deserving veterans should be 
corrected. 

The American Medical Association must take 
cognizance of this individually and as a body. I 
can recommend no more urgent matter to the at- 
tention of the House of Delegates for its inter- 
pretation and action than this question of such 
stupendous moment. 


Report of Reference Committee on Reports of 
Officers. 


* * * * * * * * * 


Your committee endorses all that President- 
Elect Haggard said concerning the medical care 
of the veteran and the various impositions and in- 
consistencies that are made possible through the 
War Veterans’ Act of 1924, which has been made 
the subject of protest by this house, and offers the 
following resolution: 


Resolved, That the American Medien Associa- 
tion, through its accredited representatives and 
with the assistance of the accredited representatives 
of constituent organizations, whose co-operation is 
solicited, put forth every honorable effort to secure 
an amendment to the Veterans’ Act of 1924, which 
will do away with federal free medical and surgical 
services and care for all veterans except those 
whose disabilities have been caused by war service 
for our country, or at least restrict free medical and 
surgical services and care to those veterans who 
are unable to pay for the same. 


Adopted May 28, 1925. 
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Editorial Comments 


The Kent County Medical Society has adopted 
the following resolution relative to Free Clinics: 


Whereas, The Kent County Medical Society de- 
sires at all times to support and co-operate in any 
legitimate action which tends to benefit and im- 
prove the standards of public health, and 

Whereas, It is the desire of this Society to be 
liberally charitable and considerate of individuals 
and organizations deserving free medical assistance 
for these purposes, and 

Whereas, We believe that such assistance should 
be freely given to the deserving and not rendered 
in such a manner as to pauperize individuals other- 
wise self-supporting, and 

Whereas, We believe that the public funds raised 
for charitable assistance of the needy should not 
be dissipated for service to persons financially able 
to pay nor used for the maintenance of Free Clinics 
rendering services in such cases, and 

Whereas, We believe that all requests by organ- 
ized agencies and institutional free clinics for free 
medical services to others than the needy is an 
imposition upon the physician and the supporting 
public, and 

Whereas, We have specific knowledge of fre- 
quent impositions upon the members of this Soci- 
ety and upon the public welfare funds, The Kent 
County Medical Society resolves: 


First, That it positively disapproves the dis- 
pensation of free medical services by any-~ Clinic 
or Hospital to patients financially able to pay. 

Second, That physicians and surgeons associ- 
ated with any clinic or hospital shall discontinue 
free services to patients able to pay. 

Third, That until such a time as a thorough 
and impartial study of the question of free dispen- 
sation of medical services through organized agen- 
cies and institutional clinics has resulted in the 
proper co-ordination and standardization of social 
investigations and the strict regulation of their 
present abuses, this Society demands, 

That an approved social investigator be ap- 
pointed for each of the three hospitals and the 
Clinic for Infant Feeding; that these investigators 
be under the jursidiction of the superintendent anid 
medical staff of these various institutions; and 
that they shall co-operate with the social investi- 
gator of the Welware Union in preventing free 
medical service to others than the needy. 

Fourth, That the Permanent Committee of The 
Kent County Medical Society and a Committee of 
the Welfare Union jointly undertake a study of this 
entire question for the purpose of making recom- 
mendations for its proper regulation. 

Fifth, That this joint committee give to The 
Kent County Medical Society authentic informa- 
tion upon the following subjects: 

1. The proportion of patients receiving clinical 
care who are unworthy of this service. 

2. Information concerning the disbursement of 
welfare funds for the care of such cases and the 
relation of the demands for funds for such pur- 
poses to the requested increase in the 1926 Welfare 
Budget. 

3. Suggestions as to the co-ordination ol the 
efforts of various agencies in investigating and 
disposing of cases for free medical services These 
suggestions should contemplate increased efficiency 
and reduction of expense by eliminating duplica- 
tions of effort and an adequate distribution of pa- 
tients to the various Hospitals. 


4. The system of rendering free medical serv- 
ices by the City Welifare Department. This should 
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include information as to why the city pays nomi- 
nal fees to certain physicians for services to the 
same class of patients cared for by physicians asso- 
ciated with other agencies and hospital clinics 
without compensation. 

Sixth, That the members of The Kent County 
Medical Society shall conscientiously co-operate 
in making these resolutions effective and that fail- 
ure to do so shall constitute grounds for action by 
this Society, in accordance with Section 9 of the 
By-Laws. 





Bay County Society has adopted an agreement 
whereby night calls are charged for at the follow- 
ing rates: 6 to 9 o'clock, $4.00; 9 to 12 P. M., $5.00; 
12 to 6 a. m., $7.00. The announcement to the 
public was made by a County Society advertise- 
ment, printed in the local paper. This evoked the 
following Editorial Comment in the Bay City 
Times Tribune: 

IT COSTS MORE TO BE SICK 

If you are bound to be sick, stave it off until 
daytime. Don’t get sick after 6 o’clock in the eve- 
ning, and especially don’t feel like calling a doctor 
after 12 o’clock at night. If you do, you are going 
to pay for it good and plenty. 

But if you are bound to be sick after 6 o’clock 
in the evening, get sick between 6 and 9 o'clock. 
It is cheaper—only four dollars for a call. Then if 
you cannot regulate the hour when you are going 
to be sick, and should happen to be in need of an 
administering angel in the form of a doctor, be- 
tween 9 and 12, it is going to be cheaper by two 
dollars than if you waited until after midnight. 
The new grade of prices is $4, $5 ‘and $7. 

And as we said before, if you are going to be 
sick at all, fix it so the illness will come on in the 
day time. 

However, we are informed that these union 
wages are somewhat elastic. The physician will 
use his head when making charges based on the 
ability to pay. A poor family can have more sick- 
ness than a rich family, and not be charged so 
much for it. On the other hand there are physi- 
cians who are sorry to profit on the misfortunes 
of other people, and are not so strict about cling- 
ing closely to the union scale fixed by the Medical 
Society. 

But the doctors haven’t raised the night rates 
so much because they want the money as for the 
purpose of discouraging many unnecessary calls 
late at night. A physician who has put in a busy 
day needs rest at night just as much as other 
people and he knows, only too well, that a great 
many of the calls made upon him at night are un- 
necessary and this is his way of telling it to the 
public. 





A fractured femur is a serious injury. Its treat- 
ment requires mechanical ingenuity. Do not treat 
this fracture indifferently. Ina study of 111 cases 
Ashhurst reports 63 per cent recovering without 
functional disability, 30 per cent had moderate 
functional results and 7 per cent were incapaci- 
ated. These are figures of hospital cases where 
every appliance, X-ray and skilled assistants and 
nurses aided in the treatment. In spite of this 
7 cases out of the 100 became incapacitated. It 
must be apparent that a greater number of dis- 
abled will result if you do not afford your frac- 
tured femur cases every possible attention and 
care. 





We urge that each member write his Congress- 
man and Senator relative to proposed national 
legislation as outlined on our editorial page. You 














should voice your opinion so that your repre- 
sentatives may be able to act in accordance with 
public and professional opinion. 





We welcome news items. 
can’t glean them from press reports, hence we are 
dependent upon their submission by individual 
members. May we not receive reports of medical 
and individual interest from your community? 





The American Medical Association’s annual 
meeting will be held in Dallas, Texas, April 19. 
This year’s program is to be unique and interest- 
ing. You will enjoy a week in Texas environ- 
ment. 





Among Our Letters 





Note.—This department is the open forum 
of our members. Your communications and 
discussions are welcomed. Anonymous com- 
munications cannot be accepted, though at 
times names may be omitted by the Editor. 
Personalities will not be printed and respon- 
sibility for opinions is not assumed. We in- 
vite your interest in this department. Address: 
The Editor, Journal, Michigan State Medical 
Society, Powers Theatre Bldg., Grand Rapids, 
Mich. 
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We regret that we 








Editor of The Journal: 


I’m calling on you for help! Emory University 
is raising an expansion fund, a large part of which 
will go to the Medical School. 

Enclosed you will find a news item and ad. If 
you feel that your Journal can donate space for 
either or both of these we will be glad to recipro- 
cate with you at any time you can use space in 
our Journal. 

Thanking you in advance for your kind consid- 
eration, I remain 

Sincerely yours, 


Allen H. Bunce, Editor. 





Editor of The Journal: 


This will acknowledge your letter of the 2d 
inst. advising that the meeting of the Executive 
Committee of your State Society held recently, 
Lansing was designated as the place for holding 
your annual meeting on September 14th, 15th 
and 16th, 1926. 

It is our expectation to have the Hotel Olds in 


operation long before this period and we note that, 


you have designated the Hotel Olds as headquart- 
ers for your meeting. 

I shall keep this letter on file and will commu- 
nicate with you later to ascertain the names of 
the guests who will occupy the rooms, with a view 
to making definite reservation. It will be my de- 
sire to meet you in Lansing and go over any other 
details you may have to discuss. 

We shall certainly be very happy indeed to have 
this convention held in Lansing and this is the 
first reservation the Hotel Olds has received for 
accommodations, and it will be our earnest desire 
to take the very best care of your distinguished 
guests. 

Very truly yours, 
CONTINENTAL-LELAND HOTELS, INC., 


M. M. Alloy, Vice President. 
A. B. Wallace. 
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Editor of The Journal: 


I am reporting the following case, hoping that 
it may prevent the inconvenience of some other 
physician and of his patient. 


It is a case of anaphylaxis or serum sickness. 
In our late Medical works, it is well described. 
Martinet has a very good article in his late work. 


Dr. Chester A. Stewart of Minneapolis has a 
very brief but comprehensive article in the Jour- 
nal of the A. M. A., of January 9th, with case re- 
ports that make very interesting reading for those 
of us who are called on to use serums for both 
prevention and cure of disease. 


In my case I had just completed the third in- 
oculation of diphtheria toxin-antitoxin in a girl 
of six years. At the second injection, she had a 
slight reaction. 


On the fourth day after this inoculation, she 
came down with scarlet fever. Having been in- 
formed by one who has worked with scarlet fever 
serum, that it was a safe proceedure to use it after 
the diphtheria preventive inoculation, I at once 
gave a full dose of Squibb’s scarlet fever anti- 
toxin, made under the Dick method. 


Before giving the serum, the temperature was 
102, pulse 86, and respiration 30. Within twelve 
hours the pulse had gone up to 154, respiration 
to 54 and temperature to 105. 


She had a very severe urticaria with enormous 
wheals develop and had angioneurotic odema 
of mild degree. She developed a broncho-pneu- 
monia, but I do not attribute this to the serum 
reaction. This temperature, pulse and respiration 
rate continued for ten days, when it began to sub- 
side gradually. 

Her mental state remained normal through it 
all, and the kidney function was good. I did not 
use any adrenalin owing to the broncho-pneu- 
monia. On the ninth day, I used gram doses 
of calcium lactate four times daily and from it 
got very good results. 

At this writing, the eleventh day, her tempera- 
ture is 101, pulse 116 and respiration 24. She has 
fully recovered from the broncho-pneumonia. 

I do not think I will again use any of the horse 
serums in any patient who has had within a year’s 
time, any inoculation of any other serum or vac- 
cine, as I do not wish to go through the ordeal of 
the past ten days. 

I would be very glad to hear from others, rela- 
tive to any such experience. 


Yours very truly, 
Theo. F. Heavenrich. 





State News Notes 


Dr. Robert L. Dickinson and Dr. J. O. Polak 
of Brooklyn, addressed a group of invited doctors 
at the Grand Rapids Clinic on February 14th. 





The Twelfth Annual Meeting of the Medical 
Women’s National Association will take place 
April 18-19, at Dallas, Texas, in conjunction with 
the American Medical Association meeting. 

The headquarters of the M. W. N. A. are the 
Hotel Baker. Dr. May Agnes Hopkins, Medical 
Arts Building, Dallas, Texas, is the Chairman of 
the Committee on Arrangements. 


Women intending to go to this meeting should 
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promptly make reservations either through Dr. 
Hopkins or directly at the Baker Hotel, as there 
will be a big crowd there. Hotel rates are reason- 
able, a double room with bath averaging $6. 


The terms for railroad transportation should 
be looked up in the A. M. A. Journal, but in many 
places where there are large numbers of members 
of the Medical Women’s National Association, spe- 
cial cars for the women may be run. 


Medical women passing through New Orleans 
are especially invited to stop over there and will 
meet with a cordial welcome from the New Or- 
leans medical women, represented by Dr. Elizabeth 
Bass, 3513 Prytania street, who is President of 
the Women Physicians of the Southern Medical 
Association. 

The Texas women, cooperating with the chair- 
man, Dr. Hopkins, are making most attractive ar- 
rangements for the meeting. All medical women, 
whether members of the M. W. N. A. or not, are 
most cordially invited to participate in this meet- 
ing. 


EMORY UNIVERSITY TO RAISE $4,500,000 
FOR MEDICAL EDUCATION 


Medical education is to receive a total of $4,500,- 
000 from the $10,000,000 Expansion Fund now be- 
ing raised by Emory University, Atlanta. This 
money will be distributed as follows: Endowment 
for the School of Medicine, $2,000,000; endowment 
for the Wesley Memorial Hospital, $2,000,000; 
Pathology Laboratory and Hospital Administration 
building, $225,000; Nurses’ Home, $200,000; com- 
pletion of Chemistry building, $75,000. The goal of 
the campaign as a whole is to provide $6,500,000 in 
endowment and $3,500,000 in new buildings to 
cover the estimated needs of all six schools of the 
University for the next ten years. 


The Emory School of Medicine, formerly the 
Atlanta Medical College, has long been one of the 
three largest and strongest A-grade Medical Col- 
leges in the South. It has a total of 3,400 alumni 
now practicing in all states of the Union but two. 
Dr. Russell H. Oppenheimer is Dean of the faculty 
of 130 men, among the part-time members of 
which are some of Atlanta’s most eminent physi- 
cians and surgeons. 


For many years the School has been handi- 
capped both in research and teaching work because 
of inadequate endowment. The enrollment in each 
class has been limited to sixty men at a time when 
more physicians of Georgia alone are dying each 
year than the two Medical Colleges of the state 
are graduating. The School is looking to its alum- 
ni and to the other friends of medical education to 
give the funds so urgently needed for expansion. 





THE WAR NURSE 
BY ANNE CAMPBELL 
(Written for and read by the author at a dinner 


given by Friendship Lodge, F. & A. M., to War Nurses 
at the Masonic Temple, Detroit, Jan. 15, 1926). 





To that pale soldier who half-conscious lay 

On his rude cot, one of a straight, white row, 
When she came softly in at break of day, 

And spoke to him in gentle tones and low, 
She seemed to be his mother bending now 

To fix his coverlet and soothe his pain. 
He felt her healing hand upon his brow 

And fell asleep, a little boy again. 
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Aud when noon came, and brought her to his side, 
She was his sister, very white and small— 
The sister whom he teased until she cried. 
He called her and she answered to his call. 
Her hand was like a blossom on his own. 
The lighted room grew very, very dim. 
His sister tiptoed out. He was alone; 
She left a memory of home with him. 


Then in the dusk, he saw her tall and white. 
She held his wrist with dainty finger tips. 
She was the lady of his fond delight— 
His lovely bride. He dreamed he kissed her 
lips; 
And drifting off to sleep, he saw once more 
The fragrant apple boughs of sunny May. 
The robins sang of love as once before 
In that remembered, magic yesterday. 


Then when night brooded dark above his bed, 
She was a shining presence, ever near— 
An angel shape that kept him comforted, 
And banished trembling doubt and ghostly fear. 
With folded wings, she watched the long night 
through. 
Her angel hands dropped peace so sweet, so 
deep, 
He smiled into her eyes as small boys do, 
And, clinging to her white robe, fell asleep. 


And when he wakened, close beside him stood 
A war nurse, bravely giving: death the lie— 
A member of a noble sisterhood 
Who valiantly guard life. He did not die. 
He was too weary then to understand 
Mother and sister, bride and angel bright 
Had led him gently back from that far land— 
One woman in a uniform of white! 





RESEARCH RESULTS 


Recent research in the field of medical chemistry, 
coupled with scientific physiological and clinical in- 
vestigation is effecting profound changes in the 
practice of medicine. 

Discoveries have already been announced which 


_are changing the methods of treating diabetes, high 


blood pressure, and syphilis. So promising is the 
research work now being carried on in universities, 
and by large pharmaceutical manufacturers, that 
further important discoveries may soon be expected, 
It is not too much to hope that definite discoveries 
may even be made in the field of cancer and tuber- 
culosis. 

During the past year, announcement of the dis- 
covery of several new and importantn medicinal 
chemicals has been made by the Research Depart- 
ment of the Abbott Laboratories, North Chicago, 
Ill. Among these discoveries are Butesin Picrate, 
a new chemical body, combining both anesthetic 
and antiseptic properties. 

Other important research results from the Ab- 
bott Laboratories are Butyn and Benzyl Fumarate, 
both of which are fully described in “New and 
Non-Official Remedies.” 


During the past ten years the following importautt 
Council-Passed medical chemicals have been manu- 
factured by, and added to the list of the Abbott 
Laboratories: Anesthesian, Acriflavine, Barbital, | 
Chlorazene, Dichloramine-T, Cinchophen, Neocin- 
chophen, Neutral Acriflavine, and Procaine. 

These notable additions to the list of American- 
made, medicinal chemicals promise much for the 
future cordial relations between scientific, manufac- 
turing chemistry and progressive medical practice. 
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OUR SOCIETY BUSINESS AND ACTIVITIES 
HARVEY GEORGE SMITH 
EXECUTIVE SECRETARY 





NOTE: 





This Department will each month contain a discussion and report of our Society work 
and planned activities. Your interest and correspondence as to your problems is solicited. 








THE MINIMUM PROGRAM 


Since the approval of the Minimum Pro- 
gram by the Council and the Executive 
Committee of the State Medical Society 
much activity is evidenced by County Medi- 
cal Societies throughout the state. The 
Minimum Program is an organized method 
of attaining measured results by each Coun- 
ty Society and at the same time aims to im- 
prove and insure the continued deyelopment 
of Scientific Medicine in every locality of 
‘the state. Further, it is not a program de- 
signed for selfish purposes but to assist 
every adult in a better understanding of 
the scope and value to health of each in- 
dividual and each community of the state. 
It is directed to protect the youth of the 
commonwealth and each person so that the 
greatest quantity of health may be secured 
by each and all. The Medical Profession 
realizes as does every individual as well as 
the government that no progress of extent 
and intent can be accompished without a 
sturdy and virile population. Health is the 
foundation of attainment for each individ- 
ual, for each community, for each profes- 
sion, for each business. Health is directly 
concerned with progress, accomplishment, 
happiness. 

During the past three months which in- 
volves the period since the adoption of the 
Minimum Program by the State Society, 
sixteen County Medical Societies have ap- 
proved the program and put it in action. 
The following Societies include the list: 
Jackson, Shiawassee, Kalamazoo, Oceana, 
Muskegon, Chippewa-Luce-Mackinaw, Gen- 
esee, Ingham, Alpena, Tri-County (Wex- 
ford, Kalkaska, Missaukee), Ionia-Montcalm, 
Calhoun, Jackson, Ottawa, Barry and Oak- 
land. It is believed that Bay and Kent coun- 
ties are also in this group but no report is 
recorded from these Societies. 

Wayne county, which is the largest and 
most progressive society in the entire or- 
ganization has been and is at work conduct- 
ing a program very similar to that recom- 
mended by the State Society. 

There are a number of societies that have 

' | their action. They are at work 
adapting the program to their own require- 


ments, looking to the protection of the aims 
of the Minimum Program. No Society can 
hope to serve its membership, neither the 
county of its jurisdiction, in this modern 
age without a definite program. 





POST GRADUATE CONFERENCES 


Plans are being completed for two Post 
Graduate Conferences during the month of 
March. The first of these will be held in the 
Fourteenth District, at Adrian on March 
Sth. This conference will serve the County 
Medical Societies of Washtenaw, Lenawee 
and Monroe. The second conference will 
be held in the Fourth District, at Kalamazoo 
on March 16th. The member Societies of 
this district are: The Kalamazoo Academy 
of Medicine, which includes Kalamazoo, 
VanBuren and Allegan counties and Ber- 
rien and Cass counties. 

These conferences will be the second for 
each district. The interest manifested in 
the first series augurs well for the success 
of those being arranged. The speakers will 
discuss subjects that will be of practical 
value to each practitioner, and will cover 
the most modern advances in Scientific 
Medicine. 

The State Society plans to serve each 
member as completely as possible and in- 
sures that service to each membe- if each 
will avail himself of the opportunities pre- 
sented and brought to him. 





“KEEPING YOUR LIGHT UNDER A 
BUSHEL” 


County Medical Societies occupy strategic 
positions. They foster the advancement of 
modern Scientitic Medicine. They serve as 
unit organizations for cooperative study and 
fellowship and represent the authority of 
Scientific Medicine within their boundaries. 
They serve their members in order that each 
resident may be served to the complete 
knowledge of the Science represented. This 
has been the aim and ambition of every 
Society in the past. Is each to be content 


with this occupation? a 
Some slight study of communities, cities 
and counties reveals the fact that during 
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the past ten or fifteen years various organi- 
zations have come into existence within the 
same geographical field occupied by County 
Medical Societies. Such oreanizations as 
Rotarians, Kiwanis, Lions clubs, Parent- 
Teacher Associations, Womans’ clubs, Civic 
Welfare Societies, Charity organizations, 
Y. M. C. Av’s, Y. W. C. A.’s, Men’s clubs, 
Farm Bureaus, Granges, County Nurse 
units, and numerous others are in existence 
and doing in most cases valuable and con- 
structive work. What relationships exist 
between any or all these and the County 
Medical Societies? How many of them 
know of the work of the County Medical 
Society, its aims and scope of activity? 
Have not some of these organizations taken 
over responsibilities that rightfully belong 
to County Medical Societies or again, has 
the County Medical Society been consulted 
when new programs directly related to the 
health of the people have been proposed? 
Why do these conditions exist? Are there 
not unknown possibilities for service to 
other organizations and communities by 
County Medical Societies? Is it not time 
that each Society make a study of the facts 
involved, and fulfill the function revealed by 
the facts? Is not each County Medical So- 
ciety “Keeping its light under a bushel?” 
Is not each implored by the Good Book to 
“Let its Light Shine?’ There is as strategic 
a position for the present and the future as 
_ there has been in the past. 


Deaths 


Dr. J. S. Nitterauer, Ontanagon, on January 24, 
1926. For many years Dr. Nitterauer was secre- 
tary-treasurer of the Ontanagon County Society. 
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WAYNE COUNTY 


Wayne county is evidently out to establish a 
record, judging by the large number of medical 
luminaries it has scheduled to appear before its 
members this year. The last few weeks have been 
particularly noteworthy for the high caliber of the 
speakers and their essays, and it is needless to add 
that the majority of the members have been on 
the job to take advantage of the offerings of the 
program committee. 

On January 18, no less an authority than Dr. 
Leonard G. Rowntree of the Mayo Clinic, deliv- 
ered a most instructive address on our present 
knowledge of diseases of the liver and kidney. 

The week of January 25th was given over to 
the activities of the Cancer Committee—activities 
which have made themselves felt throughout the 
entire community. Without exaggeration, the work 
of the Cancer Committee has been more produc- 
tive of results this year than in anv previous year. 

The annual Beaumont Lectureship Foundation 
Series was rendered this year by Prof. A. J. Carl- 
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son, of the University of Chicago Department of 
Physiology, January 25th and 26th. His three lec- 
tures, dealing with studies on the physiology of 
the alimentary tract, were delivered in masterful 
fashion by this most human of physiologists, and 
as a result, an additional laurel was added to the 
many the Lectureship Foundation Committee has 
already earned. 

Directly upon the heels of this most excellent 
series of lectures, came Dr. W. R. Campbell, of 
the University of Toronto, with an instructive talk 
before a capacity crowd on “Acidosis, Coma and 
Infections in Diabetes Mellitus,’ delivered Febru- 
ary Ist. On February 8th, Dr. Udo J. Wile of 
Ann Arbor read a most interesting paper on the 
“Wassermann Fast Patient.” 

A real treat is in store for the local medical fra- 
ternity with the meeting of the Congress of In- 
ternal Medicine and the College of Physicians dur- 
ing the week of February 22. This meeting, 
planned out in the form of a Post Graduate course 
in Medicine, will undoubtedly be so well attended 
by the members of the profession that there will 
be few physicians left to care for the ailing dur- 
ing that particular week. 

The first series of Orthopaedic Lectures, deliv- 
ered last March by Dr. Robert B. Osgood, of Har- 
vard University, has been published in book form, 
and the copies are now ready for distribution. The 
price of the books has been placed at $2.00, and 
may be secured at the Wayne County Medical 
Society building. 

Beginning February 22, 1926, the regular weekly 
meetings of the Society will be held on Tuesday 
night instead of on Mondays as heretofore. 

The last volume of the Beaumont Lecture Series 
on “Goiter,” by Chas. H. Mayo and Henry S. 
Plummer will be available shortly. The present 
lectures, “Studies on the Physiology of the Ali- 
mentary Tract,” will be available in book form in 
approximately sixty days. 

The first regular monthly meeting of the High- 
land Park Physicians’ Club, January 7, was at- 
tended by over seventy-five per cent of the active 
membership. 

The program of four good pavers on the “Diag- 
nosis ot Cancer,” by Drs. Witter, Livingston, 
Northrup and Cohoe, was one of the best ever 
given. The discussion of these papers by eight 
other members was certainly valuable to all present. 

At the beginning of the meeting, a certain 
amount of business necessary to the growth and 
welfare of the club was harmoniously taken care 
of. Two new applicants were accepted as mem- 
bers. One new application was presented. 

Through the work of a good program commit- 
tee for 1926, some of the really Big Men from 
some of the largest cities outside of Michigan, have 
been engaged. 


The second regular monthly meeting of the 
Highland Park Physicians’ Club was held Thurs- 
day, February 4, 1926, at 8:30 p. m. Program: 
“Prevention, Diagnosis, and Treatment of Goitre,” 
by O. P. Kimball, M. D., Dayton, Ohio. 





WASHTENAW COUNTY 


The-regular meeting of the Washtenaw County 
Medical Society was held at the new University 
Hospital in Ann Arbor, Thursday, January 28. 
We hope you can be with us. 


Program: 4:00 to 6:30 p. m., Demonstrations 
and inspection of University Hospital; 6:30 p. m., 
Dinner, followed by regular business meeting and 
committee reports. “The Essentials of a Physical 
Examination,” Doctor Hugo Freund, of Detroit. 
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Read the inclosed message from the Program 
Committee. Each physician in attendance will be 
given a copy of the History and Examination Form 
as prepared by The American Medical Association. 

Come at four o’clock or as soon thereafter as 
possible. 

T. S. Langford, Secretary. 


FROM THE PROGRAM COMMITTEE 


op 


he insidious encroachment of the chronic dis- 
eases, notably those of the cardio-vascular renal 
system, together with the increase in the mortality 
of cancer, have added much to the responsibilities 
of the medical profession. Tuberculosis, notwith- 
standing the vigorous campaign waged so consis- 
tently by both laity and profession, is still a tre- 
mendous and not noticeably diminishing factor in 
mortality rates. 


“Organized medicine has offered as: the most 
worthwhile contribution in this connection com- 
plete physical examination of all individuals at 
periods not less frequent than one year. While 
the details of a general physical examination are 
understood and practiced by us all, many methods 
are being suggested from time to time, the worth 
of which the man in general practice finds diffi- 
culty in evaluating. So that your committee has 
thought this a matter of sufficient importance and 
interest for us to spend one entire evening in re- 
viewing the various methods employed and sug- 
gested in the making of a complete general phy- 
sical survey with an attempt at standardization. To 
that end we have secured the services of Doctor 
Hugo Freund, of Detroit, for the evening of 
Thursday, January 28, at the University Hospital, 
who will take as his subject, “The Essentials of a 
Physical Examination.” Doctor Freund is too 
well known to require any introduction to the 
profession of Michigan, and we are hoping that 
through his presentation and the free discussion 
of this very important subject we will arrive at 
conclusions satisfactory to ourselves and of great 
value to our community. 

“It is interesting to note in this connection that 
of all the demands which the public has made upon 
us and those which we have voluntarily offered 
in the interest of the public, this is the first in 
which the doctor will receive any material reward 
for his work. It is confidently expected that this 
matter is important enough and the interest in 
its development great enough to insure 100 per 
cent attendance.” 





GRATIOT-ISABELLE-CLARE COUNTY 


The January meeting of the Gratiot-Isabella- 
Clare County Medical Society was held in the 
Alma City Hall, Thursday, January 28, 8 p. m.,, 
Eastern time. 

Program: “Diet in Health and Disease,” C. D. 
Pullen, M. D. Discussion opened by T. J. Car- 
ney, M. D. Report of cases by M. F. Brondstet- 
ter, M .D. Discussion opened by B. C. Hall, M. D. 

At our last meeting the following officers were 
elected for 1926: 


F. J. Graham, president; H. F. Kilborn, 
president; E. M. Highfield, secretary. 

It was voted to make the annual County Society 
dues for 1926, $2.00 which, together with the State 
Society dues makes $12.00 now due. Now is the 
time for those who failed to pay their dues last 
vear to forget their grievances and join for 1926. 

Of late there has been an inclination to neglect 
the meetings when some of our members appear 


vice 
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on the program. This is not conducive to good 
meetings. The members who have consented to 
contribute to the program need your encourage- 
ment. If some of you who won’t consent to con- 
tribute would try it once, you will learn that those who 
do, are at least entitled to the encouragement, that 
your presence means, 


The February meeting of the G. I. C. was held 
in the Alma City Hall, Thursday evening, February 
11. 


Meeting was called to order by President Graham 
with 6 members present. The application of Dr. 
A. D. Hobbs, of St. Louis, for membership, was 
read by the Secretary, after which he was: duly 
elected to membership. Dr. Rod G. Hendricks of 
the Childs Welfare Department of the State Board 
of Health being present, was called on to explain 
the work of that department. 


Dr. C. D. Pullen then gave an instructive talk 
on diet in health and disease. This was discussed 
by nearly every one present. 

F. J. Graham, M. D., President, 
E. M. Highfield, M. D., Secretary. 





LENAWEE COUNTY 


The regular monthly meeting of the Lenawee 
County Medical Society was held in Tecumseh, 
February 4, 1926, at the residence of the president, 
Dr. H. H. Hammel. 

The meeting was called to order by the presi- 
dent. The minutes of the last meeting of Janu- 
ary 15, 1926, were read and a financial report by 
the treasurer were approved as read. 

A tentative program for the year was outlined 
and submitted for discussion. 

A letter from Harvey G. Smith was read re- 
garding the District Post Graduate Conference. 
The secretary was requested to proceed with plans 
for the meeting. 

The feature of the meeting was an excellent in- 
formal lecture by Dr. J. K. Ormond, chief of Geni- 
to Urinary Service of the Henry Ford Hospital, 
Detroit, on Diseases of the Kidney, Ureter and 
Bladder. Dr. Ormond illustrated his talk with 
lantern slides of pyelograms, showing the charac- 
teristic Roentjen Ray findings in tuberculosis, hy- 


dronephroma, stones of the kidney, ureter and 
bladder, double ureter, ureterial stricture and 
malignant tumors of the kidney. Dr. Ormond 


gave brief case histories of each condition and 
also exhibited pathological specimens of a number 
of the cases presented. 


The meeting was opened to general discussion 
and social hour followed by a supper served by 
Mrs. H. H. Hammel. 

Every member of the Society feels deeply in- 
debted to Dr. Ormond and our host and hostess. 


R. G. B. Marsh, Secretary. 





CALHOUN COUNTY 


The second regular meeting of the Calhoun 
County Medical Society was held on February 2, 
at the Post Tavern. 


Following dinner an excellent program was 
given by Dr. J. S. Wier of Rochester, Minnesota. 
His subject was “The Practical Consideration ol 


Some Recent Developments on the Study of the 
Liver and the Biliary Tract.” 

He covered briefly the essential points in the 
more recent liver function tests and their value in 
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diagnosis. He also briefly discussed the various 
forms of treatment of liver disease, bringing up 
the subject of some of the newer drugs such as 
Novasurol, which is particularly of value for the 
relief of ascites from long standing disease of the 
liver. 

After active discussion the meeting closed at 
9:30 p. m. Attendance at the dinner, thirty and 
at the meeting, sixty. 


L. E. Verity, M. D., Secretary. 


The first regular meeting of the Calhoun County 
Medical Society was held at the Post Tavern, 
Tuesday evening, January 5, dinner at 6:30 p. m., 
and program at 7:30. The minutes of the previous 
meeting were approved as printed in the Bulletin. 
The second reading of the application for, mem- 
bership of Dr. Bertha L. Selmon was read by 
the acting secretary, Dr. R. H. Fraser. Upon ap- 
proval of the Board of Directors, the application 
was voted upon. It was moved that the rules be 
suspended and the secretary cast the unanimous 
vote of the Society. This was done and Dr. Sel- 
mon declared elected to membership. 


Bills were presented as follows: Post Tavern, 
annual banquet, $217.50; Phoenix Printing Co., 
January Bulletin, $9.40; Coggans, flowers, $5.25; 
Dr. L. E. Verity, postage and mailing Bulletin, 
$1.30; total $223.45. 

The committee on fees for attendance upon the 
poor, reported in detail the progress made, includ- 
ing the response from other counties to a ques- 
tionnaire directed to the current customs elsewhere. 
The committee will continue for another month, 


The death of the wife of Dr. Doran for whom 
flowers had been sent by the Society, was referred 
to the Necrology Committee. 

The guest of honor, Dr. John Youmans of Ann 
Arbor, Michigan, was then introduced by the presi- 
dent. He spoke on “Our Newer Knowledge of the 
Liver and Some of its Practical Applications.” 


The paper was discussed by Drs. Gubbins, Hills, 
Roth, Lewis, Dobson, Winslow. Dr. Youmans 
was accorded a hearty vote of thanks. 


_ The meeting adjourned at 9:30 p. m. Attend- 
ance at the dinner, twenty-five, and at the meeting, 
fifty-three. 

Dr. R. H. Fraser, Secretary, pro tem. 


ABSTRACT 


The liver has been credited with the following 
functions: 1. Secretory and excretory (via bile). 
2. Glucose metabolism. 3. Protein metabolism. 
4. Detoxication. 5. Anaphylactic action in con- 
nection with the reticulo-endothelial system. 6. 
Blood clotting. 7. Blood pressure regulation. 


During the flow of bile the tonus of the duode- 
num is held to be more important than the sphinc- 
ter of the papilla. Cholagogues are of two types, 
first acids, second, liver products, liver itself, bile 
salts, bile (pigments, bile salts, cholesterol). Mann, 
successfully removing the liver in experimental ani- 
mals, leads in liver study. With the liver re- 
moved, bile pigments increased in the blood com- 
ing from the spleen and from the tissues. Urobili- 
nogen forms only under the action of bacteria in 
the intestine. Arsphenamin is 80 per cent excreted 
in the bile, neo-arsphenamin 30 per cent. Mann 
holds that the liver maintains blood sugar because 
the glycogen in muscles is not available to the 
blood. The animal dies unless glucose is injected. 
Glucose must go-through glycogen before utiliza- 
tion. A liver rich in glycogen is safer from poi- 
sons. It is suggested that carbohydrate feeding 
should precede arsphenamin injection. 
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On extirpation of the liver, metabolism no longer 
results in the formation of urea; the ammonia is 
high. 

In the reticulo-endothelial system the Kupfer 
cells of the spleen, liver and lymph nodes, formed 
from embryological antecedents of the vascular 
tissue, relate to phagocytosis and to anaphylaxis. 
The liver forms blood in the embryo and in con- 
ditions of stress in post-natal life, such as the de- 
structive hemolytic jaundice and severe anemia. 
It is a factor in the formation of blood fibrin. 


The work of the liver in reducing blood pressure, 
as studied by the Canadian observers, indicates 
that the active principle is not a protein, and there- 
fore does not share with proteins their non-specific 
effect on blood pressure. 


The speaker then dealt with different tests of 
which he emphasized the importance in the ascer- 
taining of these functions; first, the excretion of 
dyes; secondly, carbohydrate metabolism tests; 
third, toxic destruction; fourth, conjugation of 
toxins; fifth, the estimation of bile pigments; sixth, 
the determination of fibrin in the blood. 


Glucose tolerance is not a test of the liver on ac- 
count of numerous other factors. Fructose can be 
made use of in carbohydrate tests, because it can 
be converted by the liver. Widal’s test is a toxin 
test in which the liver destroys the toxin split 
products but where it is damaged, these get 
through, causing a leucopenia instead of the cus- 
tomary leukocytosis after a meal (milk). 


Tests of the excretion of dyes are through their 
recovery in the bowel or by the duodenal tube 
(Rountree) or by calculation from the amount left 
in the blood (Rosenthal) after one hour. Reten- 
tion of the dye has been proved in acute catarrhal 
jaundice and in cirrhosis of the liver. Metastasis 
are hardly able to affect this due to the factor of 
safety of the liver. 


Bile pigments in the blood are estimated first 
by inspection of the serum, secondly by dilution of 
the serum until colorless (example, one in twenty). 
Free bile is tested directly and indirectly, making 
possible the diagnosis of latent jaundice which 
does not stain the skin, e. g. in a case of stone. 
Secondary anemias never increase the bile pig- 
ment in the serum. The test for urobilogen in 
urine is a test dependent upon disappearance of 
color, on dilution. No tests of the liver are patho- 
gnomonic, all being affected by the enormous re- 
serve power. The speaker made a plea for their 
use in practice emphasizing their value in chronic 
cholecystitis, pernicious vomiting of pregnancy, 
Wilson’s disease and other diseases. 

References: Green, A. M. A., Nov. 7, 1925. Mann, 
ibid. Wallace and Dymond, Archives of Int. Med., 
June, 1925. Rosenthal, A. M. A., Oct. 24, 1924. 


R. F. H. 





KALAMAZOO COUNTY 


The meeting was called to order by the presi- 
dent, Dr. McNair, at 7:40 p. m. The minutes of 
the last regular meeting as read from the Bulletin 
were approved by a unanimous vote. Dr. Hubbell 
was elected secretary pro tem in the absence of the 
regular secretary, Dr. Shackleton. 

Dr. Light moved that the best wishes of the 
Academy and the hope for a speedy recovery be 
conveyed to Dr. Shackleton. Carried. 

Under the order of communications Mr. Edward 
Desenberg of this city made a personal ‘plea for 
aid from the Academy in medical inspection of 
the Summer Vacation Camp. He presented a brief 
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summary of the activities of the Camp and out- 
lined its rapid growth since it was founded by him 
in 1916. Dr. Boys moved that the matter be re- 
ferred to tthe committee on Public Health with 
the power to act. Carried. 

Dr. Beebe was appointed as the third member 
of the membership committee to meet at once. 

Dr. Simond’s paper. 

Drs. Light and Hubbell were appointed to con- 
vey the resolutions of the Academy to Dr. Shackle- 
ton. The membership committee had no report. 

Dr. Smith’s paper. 


R. 5. Hubbell, Secretary, pro tem. 





SHIAWASSEE COUNTY 


The regular monthly meeting of the Shiawassee 
County Medical Society was held at the city hall 
auditorium February 2, 1926. 

The principal address was given by Dr. H. E. 
Randall of Flint, who spoke on “Shock.” He cov- 
ered the symptoms of shock, described the physi- 
ology of oxygenation of the blood, and declared 
that there were 900 square feet of lung surface, 
made possible by the peculiar formation of the air 
cells, while the outside surface of the body was 
only 25 square feet. 


Dr. Randall also discussed brain surgery in con- 
nection with his subject, and illustrated his. talk 
by citing several cases from his experience. 

Mrs. Ivah Dyer, visiting nurse for the Metro- 
politan Life Insurance company, described her 
prefessional activities, the maternity service fol- 
lowing birth, and prenatal service through advice. 


Dr. George J. Curry of Flint, spoke briefly dur- 
ing the discussion following the conclusion of Dr. 
Randall’s address. 


W. E. Ward. 
EATON COUNTY 
I write to give you in brief a report of the 
activities of the Eaton County Medical Society. 
Our annual meeting was held Dec. 3, 1925 at 
which time the minimum program for county so- 


cieties as recommended by the State Society 
was brought up for discussion and adopted. 


Officers elected for 1926 as follows: president, 
Dr. Quick, Olivet; vice president, Dr. V. J. Rick- 
ard, Charlotte; secretary-treasurer, Dr. H. J. Prall, 
Eaton Rapids. Directors and time of expiration 
as follows: Dr. Phil Quick, 1926; Dr. Stanley Stea- 
ley, 1927; Dr. V. J. Rickard, 1928; Dr. C. A. Stim- 
son, 1929; C. S. Sackett, 1930. 


Dr. Phil Quick elected delegate and Dr. H. J. 
Prall alternate for 1926. 


On January 29, 1926, we held our first meeting 
of the new year at the Community Hospital, Char- 
lotte, Michigan, with eleven members present. Con- 
siderable helpful discussion on various topics took 
place and further plans for complying closely to 
the minimum program were worked out. 


We are hoping to be able to have our February 
meeting in conjunction with the district confer- 
ence in Lansing during that month. 


H. J. Prall, Secretary. 








HILLSDALE COUNTY 


The annual meeting of the Hillsdale County 
“Medical Society was held at the Mitchell library 
on Wednesday, January 27, at 7:30 p. m., the vice 
president, Dr. H. C. Miller in the chair. 
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After the reading of the minutes, the chairman 
introduced the speaker of the evening, Dr. Reuben 
Peterson of the University of Michigan, who took 
up the subject of “Abnormal Obstetrics.” Dy. 
Peterson’s address covered many phases of such 
cases including contracted pelvis, placerita previa, 
post partum hemorrhage, cord around the neck 
among others, with their danger signals and the 
diagnosis, prognosis and treatment in the various 
complications. 


Dr. Peterson covered as much of this vast sub- 
ject as could be done in the limits of a single 
evening. 

His suggestions in regard to diagnosis prognosis 
and treatment were most clear and logical and 
were backed up by his many years of personal 
experience. 


The lecture was discussed by Dr. Sawyer, fol- 
lowed by. Drs. Green, Bell, Miller and others and 
he answered a number of questions from the mem- 
bers, and in summing up Dr. Peterson made a 
strong plea for more careful and conservative ob- 
stetrics and warned against rushing too recklessly 
into surgical methods and the heedless and care- 
less use of new and powerful drugs, giving as an 
example pituitrin. In this connection, he deplored 
what he termed “the wave of radicalism” that 
seems to be sweeping the country in obstetrical 
management. 

Dr. Peterson’s splendid address was listened to 
with closest attention by those present and at its 
close was given a vote of thanks. 

The Society then proceeded to the election of of- 
ficers for the ensuing year. 

It was moved, supported and carried “That the 
secretary be instructed to cast the vote of the 
Society for the present officers for the coming 
year,’ in spite of the refusal of Dr. Johnson to 
serve as president for another term. 

Moved, supported and carried “That Dr. Bell be 
made delegate to the State Society, with Dr. Bower 
as alternate.” 

It is greatly to be regretted that owing to the 
severe storm, so few members were present and 
that none of those from the Branch County Society 
who had been invited to attend, were there to 
hear Dr. Peterson’s most instructive address. 

Adjourned. 


I am inclosing the report of the annual meeting 
of the Hillsdale County Medical Society.’ As you 
will see, the old officers are retained and are: Dr. 
J. H. Johnson, Hillsdale, president; Dr. H. C. Mill- 
er, Hillsdale, vice president; Dr. D. W. Fenton, 
Reading, secretary-treasurer; Dr. T. H. E. Bell, 
Reading, delegate State Society; Dr. C. T. Bower, 
Hillsdale, alternate. 

Owing to the lateness of the hour and the wild 
storm, no attempt was made to collect dues, but 
this will be done soon. 


Yours fraternally, 
D. W. Fenton, Secretary-Treasurer. 





OTTAWA COUNTY 


The Ottawa County Medical Society held its 
regular meeting and luncheon at the Warm Friend 
Tavern, Holland, on Tuesday, December 8. There 
were sixteen members present from Saugatuck, 
Fennville, Grand Haven, Coopersville and Hol- 
land. The president, Dr. W. C. Kools was unable 
to preside. The vice president, Dr. Stickley of 
Coopersville was in the chair. After an excellent 


luncheon served by Manager Tyson of the Tavern, 
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Dr. Hooker, a dermatologist of Grand Rapids was 
introduced as the speaker. 


Dr. Hooker gave a very interesting and highly 
instructive address on “The More Common Skin 
Diseases, Their Diagnosis and Treatment.” A 
number of patients were exhibited following which 
the members gave comment. 


The minutes of the previous meeting were read 
and approved. The “Minimum Program” was 
again discussed and unanimously adopted. 


The annual election of officers was held. Dr. 
Stickley of Coopersville was chosen as president of 
the Society. Dr. Wallser of Saugatuck was elected 
vice president and Dr. O. Vander Velde of Hol- 
land as secretary-treasurer. Dr. R. Nichols. of 
Holland was chosen delegate to the next state 
convention with Dr. Cherry of Grand Haven as 
alternate. 


Regular monthly meeting was also held January 
12, with fourteen members present. After the 
usual luncheon Dr. O. Vander Veldé of Holland 
read a paper on “Ruptured Corpora Lutea Hemor- 
rhagica,” with a report of four cases. Routine busi- 
ness followed. A plan was devised whereby one 
general program committee was to be appointed 
to outline the work for the coming year required 
in the “Minimum Program” and to appoint sub- 
committees to take charge of the programs for 
each meeting as designated. 

Dr. Wm. M. Tappan, one of our members aud 
secretary of the Society during 1923, 1924 and 1925, 
has just returned from the Mayo Clinic where he 
had an operation for toxic goitre. Dr. Tappan is 
improving fast and will soon be active again in 
our Society. 

O. Van der Velde, M. D., Secretary-Treasurer. 





GRAND TRAVERSE-LEELANAU CO. 


The regular meeting of the Grand Traverse-Lee- 
lanau County Medical Society was held February 
9, at 8 p. m., at the General Hospital. Owing to 
the inclement weather there was not the usual 
large attendance. Our members are generally a 
loyal bunch, and give almost a 100 per cent sup- 
port to their Society. 


This meeting was in charge of Dr. Swartz, who 
had prepared a splendid program. Dr. W. C. Kin- 
yon, local dentist, gave an instructive paper on 
“The Newer Things in Dental Surgery,” stressing 
the closer relationships which should exist between 
the physician and dentist. 


Mr. Thomas D. Meggison, attorney, explained 
in a able manner “The Relation of the Physician 
to the Patient from a Legal Standpoint.” Both 
these papers were thoroughly appreciated and 
freely discussed. This was one of our best meet- 
ings. 

Drs. Holdsworth and Lawton, members of this 
Society, with their families, are spending the win- 
ter in California. 





The January meeting of this Society was held 
January 12 at the General Hospital, with fifteen 
members present. 

Dr. E. F. Sladek gave a very interesting paper 
on “The Colon, a Neglected Source of Focal In- 
fection,’ which was freely discussed by many. 

The officers of this Society for the year 1926 are: 
president, Dr. E. F. Sladek; vice president, Dr. F. 
G. Swartz; secretary-treasurer, Dr. G. A. Holli- 
day; medico-legal council, Dr. L. Swanton. 


The year 1925 was one of the most. successful 
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of our society, and we are looking forward for 
even better meetings this coming vear. 


G. A. Holliday, Secretary. 





TRI COUNTY 


Below you will find the Tri-County Medical So- 
ciety program for the next seven months. Unless 
further or special notice is given, meetings will be 
held at Mercy Hospital the last Tuesday of each 
month with a six o’clock dinner followed by the 
program. 


Note the arrangement of paper, which may be 
original or a review of the subject by one or more 
writers. Also note the plan of discussion, in order 
that you may be prepared to discuss the subject. 
Discussion by at least one local and one non-resi- 
dent physician and, of course, as many others as 
care to enter in. 


January 26—Peritonitis acute, Dr. Moore; dis- 
cussion, Drs. Gruber and Brooks. 
February 23—Prevention of Insanity, Dr. Nei- 


hardt; discussion, Drs. C. E. Miller and Babcock. 


March—Noon luncheon with Cadillac Exchange 
club at McKinnon hotei. Subject: Physical Ex- 
amination as per Minimum Program, blanks, 
charts; discussed by all doctors present. 

April 27—-Ectopic Pregnancy, Dr. Smith; 
cussion, Drs. Wardell and Doudna. 

May 25—Sinusitis and Its Relation to Disease of 
the Intestinal Tract, Dr. Ricker; discussion, Drs. 
G. D. Miller and McManus. 

June 29—Goitre, Dr. G. D. Miller; 
Drs. Carrow and Fairbanks. 


dis- 


discussion, 





July—Annual picnic with dentists, time and place 
later. ; 
Note: Always come prepared to enter into the 


discussions; also please notify me in time for table 
service. There will always be interesting hospital 
reports, exhibition of patients and a good time for 
all. 

Yours truly, 


S. C. Moore, Secretary. 





HOUGHTON COUNTY 


The Houghton County Medical Society held its 
regular monthly meeting Tuesday, February 2nd, 
at the Miscowaubik Club, Calumet, with eight mem- 
bers present. After the reading of the minutes 
and allowing of bills, an advertising scheme sub- 
mitted by the Mining Gazette regarding collection 
of bad accounts was laid on the table for consid- 
eration at the next regular meeting. The matter 
of the minimum program for county societies was 
taken up and as there was such a small attendance 
it was also laid over until the next meeting. 

Dr. G. C. Stewart read a paper on “Parasitic 
Origin of Carcinoma.” This paper was a resume 
of re-prints and work which has been done by 
Drs. Glover and J. W. Amy of New York City, 
and Dr. Scott of Butte, Montana, and Drs. Julian 
Loudan and J. M. MacCormick of St. Michael’s 
Hospital, Toronto, Canada. Dr. Stewart took up 
the different theories as to the etiology of car- 
cinoma especially covering the Parasitic Theory 
as given by the work done by the above named 
physicians. The results obtained are certainly en- 
couraging and the work being done is no doubt 
eventually leading to an absolute cause and pos- 
sible cure for carcinoma. This paper was very 
fully discussed by all present. 

The Society then adjourned to lunch. 


G. C. Stewart, M. D., Secretary. 





168 . COUNTY SOCIETY NEWS 


ALPENA COUNTY 


The regular meeting of the Alpena Medical Society 
was held January 21 at the Alpena House, Doctors 
Cameron and McDaniels entertaining at dinnenr. 

Members present were: Doctors Bell, Bertram, 
Newton, O’Donnell, Burkholder, McDaniels, Cameron, 
Purdy, Sahs and Secrist. 

Dr. Newton, Chairman of the program for the eve- 
ning, then introduced the speakers. Dr. Bell, Presi- 
dent of the Society, gave his inaugural address, in 
which he presented the various features of health ex- 
amination and urged that these examinations be fea- 
tured during the coming year. Dr. D. A.’ Cameron 
gave a reminiscent address centering on the changes 
which have occurred in the practice of medicine dur- 
ing the period of his active practice. 





The regular monthly meeting of the Alpena Med- 
ical Society was held at the Alpena House Thursday, 
February 18 at noon. The members of the clergy of 
the City of Alpena were our guests on this occasion 
and had charge of the program. The principal ad- 
dress was made by the Rev. Julian West, who spoke 
of the need of spiritual reinforcement in the care of 
the sick. It was generally agreed that the co-opera- 
tion between the clergy and the physicians would re- 
sult in the physical improvement of the patient. 


C. M. Williams, M. D., Secretary. 





PROVISIONAL PROGRAM ALPENA 
MEDICAL SOCIETY 


Date Entertain Chairman Program 
Jan. 21 Cameron Newton McDaniels 
Alpena MecDaniels Bell 
House Cameron 
Feb. 18 Each member O'Donnell West Gatzke 

for one Minister 
Mar. 17 Secrist McKinnon Foley 
Arscott Burkholder 
April 15 Each member Bell Newton 
for one Dentist Williams 
May 20 Miller Miller Bay Co. 
Harrisville Lister Med Soc. 
June 17 Sahs Burkholder Secrist 
Burkholder Purdy 
July 15 Bell Purdy Sault Ste 
: Jackson Marie or 
Saginanw 
Med. Soe. 
Aug 15 McKinnon Foley O’Donnell 
Atlanta Purdy Purdy 
Bertram 
Sept. 16 Bertram Cameron Flint or Che- 
O’Donnell boygan Soc. 
Oct. 21 Lawyers Canfield Hinks 
Nov. 18 Foley McDaniels McKinnon 
Newton j Sahs 
Dec. 16 Williams Williams Miller 
Annual Eakins Outside 
Meeting Speaker 


In addition to the above at least three medical 
meetings are to be held, to include picnic, social 
sessions, post-graduate medical conferences and 
special meetings addressed by outside speakers as 
oportunity offers. 

The duty of the Chairman of the meeting is to 
notify the Secretary one week before meeting time, 
of the time, place of the meeting, subject of papers 
and to preside at the program. 


ST. CLAIR COUNTY 


A regular meeting of the St. Clair County Medi- 
cal Society was held at the Hotel Harrington, 
Thursday, February 4, 1926. 
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Supper was served at 6:30 p. m., and at its 
conclusion a short business session preceded the 
program of the evening which was a symposium of 
diseases of the blood and spleen. Dr. Theo. Heaven- 
rich discussed splenic anemia and Banti’s disease. 
Dr. J. A. Attridge talked on myelogenous leukemia 
and Dr. M. E. Bovee reported a case of lymphatic 
leukemia. Mr. Samuel Etris demonstrated the 
laboratory blood pictures by reporting the findings 
in cases of anemia and leukemia and presented 
microscopical slides of stained blood in each con- 
dition. The general discussion was opened by Dr. 
A. J. MacKenzie followed by almost all of the 
members in attendance. Dr. J. J. Moffett, Presi- 
dent of the Society expressed his satisfaction in the 
success of the program of the evening and prom- 
ised similar future programs. Twenty members of 
the society were in attendance and one visitor, Dr. 
M. R. McGarvey, who has recently begun the prac- 
tice of medicine in Port Huron. 


I herewith submit report of a meeting of this 
Society as required by the minimum program of the 
State Society. 


A regular meeting of the St. Clair County Med- 
ical Society was held Thursday, February 18, 1926 
at the Hotel Harrington, Port Huron, Michigan. 
Following the usual supper and social hour the 
meeting was caleld to order by President J. J. 
Moffett. The regular order of business was sus- 
pended and the president introduced Dr. J. J. 
Moore of Chicago, the speaker of the evening. 
Dr. Moore is Secretary of the Section on Path- 
ology of the American Medical Association and 
was formerly associated in the department of 
pathology of the University of Illinois. 


In his address Dr. Moore discussed basal me- 
tabolism, laying especial emphasis upon the tech- 
nic and stating that the make of the instrument 
was not of such importance as the temperament 
of the operator. He advised care and patience in 
making the estimation so as to obtain a true rate. 
Dr. Moore then talked on the Wassermann Test, 
stating that unless this test was done properly 
it would have but little or no value. He said that 
a long period of training was needed before a 
technician became proficient. The speaker then 
took up the subject of tissue diagnosis and spoke 
briefly of three tissues which were difficult of 
diagnosis for even the best pathologists. The 
three being lymphatic, typhoid and bone tissues. 
He stressed the point that the clinician should 
submit all possible history to the pathologist at the 
time the tissue was submitted for diagnosis. The 
concluding subject taken up by Dr. Moore was the 
Graham method of gall bladder visualization and 
this subject was made more interesting by the 
submission of a dozen or more lantern slides il- 
lustrating the appearance of gall bladders after be- 
ing filled with the dye. The subjects of the 
speaker brought forth a very interesting and profit- 
able discussion among the members of the Society 
after which the discussion was closed by Dr. 
Moore in the usual manner. The evening was 
thoroughly enjoyed by all the members present. 


G. M. Kesl, Secretary-Treasurer. 





IONIA-MONTCALM COUNTY 


The February meeting of Ionia-Montcalm Medical 
Society was held at the Reed Inn, Ionia, Thursday 
evening, February 11, 22 members being present to 
enjoy the banquet which was served at 7:30 o'clock. 

After the banquet, Miss Cavany, Public Health 
Nurse of Montcalm County, made a few remarks 








MARCH, 1926 


and asked for definite instructions from the Medical 
Society in regard to some of the problems which she 
meets in her work. This matter was referred to a 
committee composed of Dr. Lilly of Stanton and Dr. 
Fralick of Greenville. 

Dr. F. J. Larned, Grand Rapids, gave an instructive 
talk, illustrated with skiagraphs, on ‘Enlarged 
Thymus in Infancy.” Owing to recent observations, 
many of the ideas concerning this condition have had 
to be changed. 

Dr. Jas. S. Brotherhood, Grand Rapids, gave a 
paper on the symptoms, diagnosis and treatment of 
pernicious anemia. He demonstrated the invaluable 
aid of a complete blood examination in arriving at the 
diagnosis. 


Both papers were well given and were discussed by © 


those present and a vote of thanks was extended to 
Doctors Larned and Brotherhood. 


H. M. Maynard, Secretary. 





OUR NATIONAL DOCTOR’S BILL THE 
PUBLIC’S DEBT 


A cursory survey of the gratuitous service given 
by physicians through medical institutions in the 
Greater City of New York, based upon the num- 
ber of “free hospital days” aggregates $16,000,000 
annually. 

This figure by no means indicates the total bill 
that the city-controlled and private hospitals would 
have to pay if the doctor, like other professional 
men, demanded and received payment for each and 
every service performed. 

It is based upon returns from but 107 of the 
140 odd medical and surgical serving institutions 
giving some portion of -charity service. 

Evaluating the physician's service nationally up- 
on the hypothesis that outside New York City but 
a pro rata service in quantity is given equal to 50 
per cent, and assuming that each “Hospital Days” 
service was paid for at the rate of $3.00 per day, 
the nation’s bill due the doctor would be more than 
$135,000,000 annually. 

A survey made within the City of New York 
(by no means complete because many of the hos- 
pitals had not their figures at hand for this quick 
computation) shows the following: 

Institutions in New York are roughly grouped 
into five classes: 

Group one and two are the city-controlled hos- 
pitals—those operated and maintained by the city 
government—and are composed of fifteen institu- 
tions, ten of which are under the management of 
the Department of Public Welfare; the others, 
known as Bellevue and Allied hospitals, include 
five institutions. 

The third group are those supported in part by 
the Catholic charities, of which there are twenty- 
two institutions. The fourth group is the United 
Hospital Fund group, which is financed annually, 
partly through drives, representing fifty-six insti- 
tutions. The Independent Hospitals into which 
class are gathered all those institutions not in- 
cluded in the above four groups compose the fifth 
group. There are forty odd institutions in this 
latter group, of which number fourteen have made 
returns for the purposes of this survey, the other 
four groups being complete in their returns. 

These groups show the following: 
Department of 

Public Welfare 

rR ( 10 hospitals) 1,879,871 free days 
Bellevue and AI- 

} Gan? * 


lied Hospitals...0 5 ” 
Total City - con- _— 
aa: 


trolled hospitals 
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Catholic group......( 22 ns )}) 4a.” 
United Hospital 


Fund group ...... ( 56 ) 1,563,658 ” 7 
Independents ........ et | a } ae a 
RE im > 5,020,502 ” ” 


The total displayed above, 5,020,502 “free hos- 


pital days” represented the number of free days. 


service given to free charity patients in the city’s 
hospitals in a year. 


Going a step further, it is no exaggeration to say 
that each patient is visited at least three times 
in each “hospital day” by a physician who receives 
no compensation whatsoever. 


If we compute each visit of the physician as be- 
ing worth a dollar, we find that the bill would 
be $15,061,506 per annum. 


This includes the services of the consulting and 
outside attending physicians and surgeons, to- 
gether with the services of the internes, but it 
is all medical or surgical service. 


In taking three dollars as the equivalent of serv- 
ice of the consulting, attending and interne phy- 
sicians, we feel we are placing the compensation 
at a price so far below normal for the compensa- 
tion for a similar servicé outside the institutions as 
to prevent criticism or cavil of any kind. 


For, when it is considered that these include 
the best medical and surgical brains in the coun- 
try, the most expert men in the profession, who, in 
some instances are known to charge fees as high 
as $5,000 for an operation, and others who charge 
as low as $25 for a consultation, and then again 
those who charge no more than $3 per visit to out- 
side patients, we feel that we have been almost 
unfair in the computation of the doctor’s bill; but 
we will let it stand at that figure to show the pro- 
digious sum that annually would be due the doctor 
if, as I have stated before, he demanded and se- 
cured even this small measure of pay for his serv- 
ices in public institutions. 


As New York City represents about one 
eighteenth of the total population of the United 
States, the national bill would, therefore, be eigh- 
teen times that of the City of New York, but we 
will not use that figure, because it might be argued 
by some that the measure of service given through- 
out the rest of the country is not in the same pro- 
portion either in quantity or quality. 

Then, there are those who may even claim that 
the service outside Greater New York by physi- 
cians, through similar institutions, is greater pro,- 
portionately both as to quantity and value. 


The figure arrived at here is not intended as one 
of discourtesy to any city or section in any of 
the states, it is merely taken to arrive at an evalu- 
ation of the national service of the physician—as a 
basis, if you please, for a more thorough evaluation 
of his services, and with the hope that a national 
census may be taken which will be thorough, com- 
plete and satisfying. 


Therefore we will set down as our premise that 
the balance of the country gives pro rata a service 
of but 50 per cent of that given by the City of 
New York. This abnormally low computation 
shows that the physicians national bill would total 
$135,553,554. 

If we place the total number of registered phy- 
sicians at 165,000 nationally and divide this into the 
figures above attained, we find that each and every 
physician in the United States should be credited 
with $821. 


Of course, every physician is not connected with 
a hospital or similar institution giving gratuitous 
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service to the poor, and this figure is attained, 
therefore, by making a spread of the entire bill 
over the 165,000 registered physicians. 


Then, again, it must be remembered that this 
sum does not in any sense measure the free service 
‘of which no accounting ever has been made or ever 
can be made—of the charity or free service that the 
physicians give to the poor whom they meet in their 
daily practice. 


Just what this bill would amount to, God only 
knows, because the physician never keeps account 
of it, and if you happen to mention it to him he 
will laugh it off, saying, “Oh, that’s for the good ot 
the service-—for the good of mankind.” 


But there is another element that enters into this 
question of service, for which the physician never 
is paid, and this is the most baneful element, the 
unpaid bills of those who are well able financially 
to meet their obligations to their physician. 


Every family doctor has a number of these every 
year upon his books, and if the facts and figures 
were recorded, of the money lost to the physicians 
in this way, it would stagger one and give to each a 
twinge of conscience. 


And when one considers that the measure of the 
physician’s service is intimate, personal and means 
relieving the individual of pain, suffering, the sav- 
ing of a limb, aye, the saving of a life perhaps, this 
negligence takes on an aspect that is indescribable. 


With this situation well in mind, can there be any 
question as to why so many physicians eke out mea- 
gre existences, and that many—the majority—die 
without estate, and that many become public 
charges because of financial distress? 


And with the costs of living rising like the tides, 
is it any wonder that so many of them are en- 
gulfed and have to enter almshouses, or that those 
capable of it have to seek employment in other lines 
in order to maintain themselves deéently? 


Again, there is an aspect to the situation which 
presents a problem that never can or will be solved 
in the approach that is being made to solve prob- 
lems of similar kind these days; that is the problem 
of the man of pure science—the man who devotes 
himself to the science of medicine and employs his 
time digging and delving in the laboratory to seek 
some panacea tor the existent ailments of life, or 
who, built in more heroic mould, submits himself 
to the torture of disease through inoculation, that 
he may record the symptoms, and that his brother 
physicians may record the progress of disease in 
him, so that mankind may be benefited as the re- 
sult of his sacrifices and studies. 





To evaluate this service of the physician is 
something beyond the power of figures, or dol- 
lars or cents, because there is the jeopardy of life 
always, and who can say as to the value of a: life 
given in this manner? 


The next element is that of the man who through 
pure service to the public is stricken down, who 
has to leave his bed at the call of the patient at 
unseemly hours; who answers call-after call in 
this manner, totally uamindful of his own physical 
well-being, knowing only that some one is suffer- 
ing and that his duty is to relieve that suffering. 
When this man becomes aged, penniless and is 
incapaciated from going the daily round of the 
old family doctor, should there not be some place 
to which he may go; some place to which his eyes 
may turn in hope and solace? 


_And then as to the good wife, who has shared 
his burden through life, and whose warnings and 
entreaties have fallen upon deaf ears, the only call 
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being heard being that of service,—what is to be- 
come of her? Is she to be sent to the poor-house 
over one hill, and he to be sent to another over the 
other hill, and thus these twain parted at a time of 
life when the affectionate companionship of years 
should solace their few remaining days, 


Is this to be their lot? 


What is to become of the vaunted ethics, the 
service and the pride of the medical profession if 
this is permitted? 

To take care of one’s own is a natural impulse; 
to take care of others is called charity, but to take 
care of those who sacrifice their health, their 
strength, their years, their service, in behalf of the 
public or in behalf of their profession—this calls 
not for charity, it is a call to duty. 


Today there is reported a dearth of physicians 
throughout the country. There are hundreds of 
communities where one doctor has to serve many 
such. 


The poor compensation, bad debts, unseemly 
hours, the personal hazards to health, limb and 
life do not compensate a physician these days as 
against other professions, so doctors are becoming 
fewer proportionately in the rural districts. 


And this is no wonder, because according to the 
American Medical Association, from figures printed 
sometime ago, $1,000 was the average earnings of a 
doctor. 


And, of course, it is beyond question as to a man 
being able to support himself, and make his daily 
rounds on such a basis of compensation—much 
less to maintain a horse and carriage or an auto- 
mobile, and a family and a home thereon. 


All these problems have been revolving in the 
minds of certain forward-looking physicians for 
several years, with the result that a little experi- 
ment, or adventure, was begun up in the hills of 
Caneadea, New York, where there was established 
a trail unit of a home for aged and superannuated 
or ailing physicians and their wives. For four 
years this institution has been doing its mission of 
mercy and love, and now the calls upon it are so 
heavy that it seems due the medical profesion to 
found a home, national in scope and service; a place 
where tranquility will be theirs during their last 
few years of life. 


And as planned by these physicians, it serves a 
double mercy that it does not separate the physi- 
cian from his good wife and life partner at this 
crucial time in their existence. Provision is made 
for both at the home, and the fact that it has 
worked out successfully adds flowers to the benison. 


That this national home had not been thought of 
before, nor had not been actually started before, 
is due to the difference of the profession in its per- 
sonal affairs—it did not wish to lay bare to the 
public scrutiny that so many within the profession 
are needy, or may be in actual want. 


But when the facts were laid before some of our 
leading and far-seeing citizens the reply was in- 
stant that something must be done, and that they 
would sponsor the movement to raise funds for 
the national home. 


Here are gathered a few of the words of en- 
couragement and God-speed, which have created 
this enterprise, from the pens of leading citizens. 


If after reading them you feel that you would like 
to help in this great movement by your personal 
gift, please forward the same by check, drawn to 
the order of the Physicians’ Home, Inc., and mail 
it to Dr. Albert G. Weed, Treasurer, 22nd floor. 
Times Building, Broadway and 42nd Street, New 
York City. 





